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The Management of an Infants it 


Diarrhea 


The following formula is submitted as a means of preparing suitable nourish- 
ment in intestinal disturbances of infants usually referred to as summer diarrhea: 


Mellin’s Food 4 level tablespoonfuls 
Water (boiled, then cooled) 16 fluidounces 


This mixture contains proteins, carbohydrates and mineral salts in a form 
readily digestible and available for immediate assimilation. 

The need for protein is well understood as is also the value of mineral salts, 
which play such an important part in all metabolic processes. Carbohydrates are 
a real necessity, for life cannot be long sustained on a carbohydrate-free diet. It 
should also be stated that the predominating carbohydrate in the above food mixture 
is maltose—which is particularly suitable in conditions where rapid assimilation is 
an outstanding factor. 


Above all is the satisfactory result from the use of this suggested 
nourishment, which is well supported by clinical evidence. 


Mellin’s Food Co.. Boston, Mas. 
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Surgical Instruments and Physicians’ Supplies of Every Description 
Sterilizers, Disinfectors, Beds, Ward Furniture and Hospital Equipment 
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In Bronchitis and Tuberculosis 


Calcreose is particularly suitable as an adjunct to other 
remedial measures. Calcreose contains 50% creosote in com. 
ination with calcium. Calcreose has all the pharmacologic 
it ae activity of creosote but is free from untoward effects even when 
eae > taken in large doses for long periods of time. 
) Sample 4 grain tablets supplied to physicians upon request. 
THE MALTBIE CHEMICAL Co., NEWARK, N. J. 
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were originated to make possible the scientific 
study of hay fever. 


They made available for the first time a proper 
assortment of individualized diagnostic and 
treatment pollens—permitting thereby differ- 
ential diagnoses, specific treatment and the 
development of authentic literature on 


Hay Fever 


The number and diversity of pollens have been 
constantly increased until they now cover the 
more essential requirements of the entire 
country. 


But the constant seeking and studying of new 
pollens will continue in order to permit in fu- 
ture even finer distinctions of diagnosis and to 
assure still more accurate treatment. 


List of Pollens with Literature on request. 


THE ARLINGTON CHEMICAL COMPANY 


Yonkers, New York 
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Southwestern Surgical Supply Company 


320 Texas Street El Paso, Texas 
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Reliable aid digestion 
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of ferments that act in acid medium. 

Also one of the best vehicles for iodides, bromides, 
salicylates and other disturbers. 


Elixir of Enzymes is dependable in disorders easily 
controlled if taken in time, but serious when neglected. 
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SYMPOSIUM ON INDUSTRIAL 
MEDICINE AND SURGERY 


AN ANALYSIS OF FORTY-EIGHT CASES OF 
PELVIC FRACTURE 


Wo. B. Watts, M. D. 
Miami-Inspiration Hospital, 
MIAMI, ARIZONA 


At a joint meeting of the Medical and 
Surgical Association of the Southwest and 
the Pacific Coast Roentgen Ray Society, 
held at Phoenix, Dec. 1-3, 1921, Dr. John 
E. Bacon presented a paper on “Fractures 
of the Pelvis, Comments on Complications, 
Mortality, and Ultimate Results,” reporting 
at that time a total of thirty-two cases of 
pelvic fractures. This article, with case 
histories, was published in Southwestern 
Medicine (Vol. VI, No. 1, Jan., 1922). Since 
Dec. 1, 1921, we have treated at the Miami- 
Inspiration Hospital sixteen additional cases 
of fractured pelvis, bringing the total num- 
ber of cases in this series up to forty-eight. 

It is the author’s purpose to present an 
analysis of these forty-eight cases with fur- 
ther comments on complications, treatment, 
mortality, and final results. 

EtiologY.—Without exception the frac- 
tures in the forty-eight cases here reported 
were the result of direct violence in some 
form; (1) by caving ground, where the 
man was usually covered by loose rock, fif- 
teen; (2) by being crushed between mine 
cars, eight; (3) by falls from a height. 
seven; (4) automobile accidents where the 
victim was pinned beneath the overturned 
car, four; (5) caught and squeezed between 
mine car and drift wall, three; (6) struck 
by a mine motor, three; (7) by falling 
astride — rail, three; (8) crushed be- 
neath wheels of mine car, one; (9) struck 
by falling telephone pole, one; (10) due to 
gunshot wound, one; (11) attacked by an 
infuriated bull, one; (12) hit by heavy 
truck, one. 


Diagnosis.—Since the advent of the Pot- 
ter-Bucky diaphragr, Coolidge tubes, im- 
proved intensifying screens, and high volt- 
age transformers there is hardly an excuse 
for overlooking a fracture of the pelvis, and 
in all pelvic injuries an x-ray investigation 
is absolutely imperative. 

For the diagnosis of compl'cating injuries 
of the viscera and soft parts we must rely 
upon a very careful physical examination. 
These latter can usually be determined very 
readily if a systematic search is made. 

Complications—The complications’ en- 
countered in this series were as follows: 
(1) Sacro-iliac disturbance occurred in sev- 
en of the cases, or in 14.58% of the series; 
(2) rupture of the urethra in seven cases 
or 14.58%; (3) rupture of the bladder in 
three cases or 6.25%; (4) rectal tear in 
two cases or 4.17%; (5) sciatic neuritis in 
one case, or 2.08%. 

Of the complications, the sacro-iliac le- 
sions were responsible for the longest 
period of disability. The average in five 
cases was two hundred and fifty-three 
days; one patient (No. 10) suffered a par- 
tial permanent disability, complaining of a 
weak back two years from the time of in- 
jury. There is one patient still under treat- 
rent and the estimated period of disability 
in his case is six months. We believe that 
the pain in these cases is due to tearing 
or stretching of the sacro-iliac ligaments; 
minute Femorrhages with resulting adhe- 
sions play a part in the production of the 
pain, and in certain cases contusion to the 
joint itself at the time of the pelvic frac- 


*Read before the Thirty-Fourth Annual Meeting of the Arizona State Medical 
Association. held at Bisbee, Arizona, May 16 to 18, 1925. 
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ture. In only two cases (Nos. 35 and 39) 
were we ever able to demonstrate an actual 
rotation and separation of the sacro-iliac 
synchondrosis, and in the one (No. 35) 
where we found this condition most pro- 
nounced, the patient did not at any time 
complain of sacro-iliac pain. 

Rupture of the urethra did not prove to 
be a very troublesome complication, not ma- 
terially interfering with recovery nor un- 
duly prolonging the period of disability. 
The average loss of time from work in six 
cases was one hundred and twenty-eight 
days. In the seventh case (No. 1) there 
was a partial permanent disability due to 
other causes, so that his case can not fairly 
be cons‘dered under this heading. 

In the three cases (Nos. 1, 16 and 48) of 
ruptured bladder the patients died within 
one to five hours from the time they were 
admitted to the hospital. The fatal termin- 
ation was the result of concomitant in- 
juries, hemorrhage and shock. 

The two cases (Nos. 1 and 35) of rectal 
tear made complete recoveries with per- 
fect restoration of function of anal 
sphincters. The prolonged period of disa- 
bility in these cases was due to the coin- 
cident injuries and other complications. 

The case (No. 24) complicated by sciatic 
neuritis proved quite troublesome, but 
eventuated in recovery after a period of 
six months. 

Concomitant Injuries.—In nine cases of 
this series (Nos. 4, 7, 16, 19, 23, 27, 30, 33 
and 48) the coincident injuries constituted 
the major lesions, and were responsible for 
the prolonged disability in the five non- 
fatal cases. In these cases the period of 
disability averaged two hundred and ninety- 
five days. Included under this heading are 
only those cases where there was no ques- 
tion as to the injury productive of the disa- 
bility. Where there was doubt, the dis- 
ability has been charged to the pelvic frac- 
ture and complications. 

Mortality.—The mortality was 12.5%, 
death occuring in six cases (Nos. 6, 7, 16, 
18, 26 and 48) of this series. In all of these 
cases death resulted from either the con- 
comitant injuries, or the extensive compli- 
cating injuries. 

Ultimate Results.—Excepting the fatali- 
ties, in all but two cases (Nos. 1 and 19) 
of this series, there was perfect restoration 
of function. One of the patients (Case No. 
1) has a slight limp, but is able to pursue 
a gainful occupation, so the permanent dis- 
ability in his case is a negligible quantity. 
In the other (No. 10) there is a perma- 
nent weak back, which is unquestionably a 
handicap for hard labor. The average to- 
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tal disability period in thirty-eight cases 
of this series was one hundred and forty 
days. There is one patient (No. 46) under 
treatment and the period of disability in 
his case is estimated’ as one hundred and 
eighty days. The contrast is rather. inter- 
esting when we compare the period of dis- 
ability of cases where no compensation is 
expected with those where compensation is 
expected. In six cases (Nos. 28, 34, 37, 38, 
42 and 45) without prospects of compensa- 
tion, the period of disability averaged sev- 
enty-five days. Where compensation was 
expected the disability period, in thirty-one 
cases, averaged one hundred and seventy- 
tsree days, or was 2.3 times as long as in 
those where there was no liability. 

Treatment.—The treatment in these cases 
resolved itself into: (1) Treatment of the 
fracture; and (2) treatment of cdmplica- 
tions or visceral lesions. Open reduction 
was not considered necessary in any case of 
this series. Where there was extensive 
comminution, the patient was placed on a 
Bradford frame, the pelvis moulded by 
means of broad strips of adhesive plaster, 
and where indicated a Buck’s extension was 
applied with an average weight of twelve 
pounds. In the simpler fractures the pa- 
tient was allowed about on crutches but 
not permitted to put weight on the leg of 
the injured side until three or four weeks 
had elapsed. In those cases of sacro-iliac 
involvement, the patient was usually anes- 
thetised, the joint manipulated, and a body 
cast of plaster of paris extending from the 
ensiform cartilage to well down over the 
sacro-iliac synchondroses applied. The cast 
was continued as a spica on the affected side 
and incorporated the thigh as far as the 
lower third. 

In cases where the urethra was ruptured, 
the location was determined, perineal inci- 
sion made over the ruptured portion and 
the torn ends searched out. These were 
sutured over a catheter and the catheter 
allowed to remain in place for a period of 
ten days or more, depending on the amount 
of time required for healing of the perineal 
wound. In the two cases of rectal tear, an 
anatomical restoration of the torn sphinci- 
ers was attained. 

CONCLUSIONS 

1. Pelvic fractures are not infrequent 
in mine and automobile accidents, and a 
careful x-ray examination should be made 
in all injuries of the pelvis. 

2. The simpler fractures of the pelvis 
are usually not serious injuries and should 
not requ‘re a disability period in excess of 
ten to twelve weeks. 

3. Complicated fractures of the pelvis 


AUGUST, 1925 


are always serious and require proper treat- 
ment of the complicating lesions. The 
period of disability in these cases is de- 
pendent upon the nature and extent-of com- 
plications, and is usually from four to six 
months. 

4. In industrial cases where compensa- 
ticn is expected the period of disability is 
always increased. 

CASE HISTORIES. 
* Case No. 33. G. M. Mexican, timber helper, 
aged 25, injured at 1:30 p. m. Sept. 23, 1921, by 
caving ground from roof of drift; brought in to 
hospital twenty minutes later. 

Physical examination reveals multiple contu- 
sions and abrasions over posterior chest, both lum- 
bar regions, pelvis, both eyes and both legs. Pa- 
tient was in profound shock. X-ray examination 
disclosed oblique fracture lower fourth of left fib 
ula, comminuted fracture involving lower two-fifths 
of right femur and a fracture of ramus of right 
ischium. 

Discharged from the hospital Dec. 21, 1921, on 
crutches. Released or work and compensation ad- 
justed March 22, 1922. The period of disability in 
this case was not the result of the pelvic fracture 
but due to the complicating fractures of fibula and 
femur. As a matter of fact at no time did the 
patient complain a great deal of the fracture of 
his pelvis. 

Case No. 34. S. S. M., American, rancher, aged 
fifty-six, injured April 27 ,1922, when he was at- 
tacked by an enraged bull. On July 27, 1922, the 
patient was referred to me for examination and 
consultation. 

Physical examination revealed a discharging 
sinal tract of left buttock, the tract apparently 
leading to tuberosity of left ischium. X-ray showed 
a fracture of the body and ramus of left ischium 
—with necrosis of entire bony fragment. 

Removal of the dead bone was recommended, 
this was done and the tient left the hospital 
three weeks later. At thé end of six weeks from 
the date of operation the wound had completely 
healed. The period of disability continued until 
Oct. 1, 1922. 

Had this case been x-rayed at the time of in- 
jury, the treatment unquestionably would have 
been different, and instead of a period of almost 
six months disabilty, he probably could have re- 
turned to his work within three months. 

Case No .35. Fred G., American, motor helper, 
aged 22, injured at 11:00 p. m., July 21, 1922, by 
having several ore cars run over him. Brought to 
hospital immediately after accident occurred. 

Physical examination revealed jagged laceration 
of rectum and laceration of left side of perineum. 
Astragalo-calcaneal dislocation of right foot, frac- 
ture of lower third of left fibula and contusion and 
abrasion over left side of pelvis. X-ray examination 
disclosed a spiral fracture of lower third of left 
fibula. Incomplete fracture posterior to lip of low- 
er end of left tibia and forward dislocation of left 
astragulus. Right foot; anterior dislocation of as- 
tragulus, astragulus wedged diagonally in tibio- 
fibular mortice. Dislocation at cuboidocalcaneal 
and astragalo-cuboid articulations. The cuboid and 
scaphoid were displaced inward, and astragalus 
forward and outward. Rupture of tibio-fibular, lat- 
eral external and lateral-internal ligaments with 
avulsion of several fragments from scaphoid bor- 
ders. Lumbar spine; fracture of right transverse 
process of fourth lumbar vertebra and a sacra- 
lized fifth lumbar vertebra. Fracture of right wing 
of sacrum and subluxated left sacro-iliac synchon- 
drosis. Marked separation of symphysis pubis 
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with avulsion of small fragments from descending 
rami of pubic bones and one-half inch outward 
displacement of left pubis. 

Discharged from hospital Oct. 18, 1922. Com- 
pensation adjusted 240 days from date of injury. 

Case No. 36. L. M. S., American, painter, aged 
56, injured at 10:15 a. m. Sept. 5, 1922, by fall 
from scaffold suspended forty feet above the 
ground. Brought to the hospital immediately after 
the accident occurred. 

Physical examination revealed contusion of 
right parietal region of skull with three-inch lacer- 
ation of scalp. Fracture mid third of right clav- 
icle with large hematoma overlying. Comminuted 
fracture of right ilium with large hematoma. Pa- 
tient unconscious at time of examination and in 
severe shock. X-ray examination showed a com- 
minuted fracture of mid third of right clavicle 
and comminuted fracture of the right ilium with 
multiple loose fragments of wing with telescoping 
and downward displacement of fragments. One 
small fragment depressed and in edgewise posi- 
tion. The progress to recovery was uninterrupted, 
and patient was up and walking without crutches 
on Oct. 7, 1922. 3 

Discharged from the hospital on Oct. 25, 1922. 
Released for work and compensation settled Dec. 
1, 1922. The period of disability in this case was 
due to the fractured clavicle rather than the pelvic 
fracture. 

Case No. 37. Sra. A. L., Mexican, housewife, 
aged forty-six, injured by being overturned in an 
automobile on May 10, 1923. Came to the hos- 
pital for examination on May 16, 1923, complaining 
of pain in the right perineal region when she 
walked, and especially when pivoting on right leg. 

X-ray examination revealed a fracture through 
the upper portion of body of the right os pubis, and 
another of the descending ramus. There was 
slight displacement downward of the body of the 
os pubis and the attached portion of the descend 
ing ramus. 

The patient refused to go to bed and insisted 
on doing most of her housework. 

Case No. 38. M. M., Mexican girl, aged six 
years, was struck by an automobile at 12:30 p. m., 
July 25, 1923. Was brought to the hospital 1:00 
p. m. same day. 

Physical examination revealed contusion over 
s*crum. contusion and large hematoma over front 
of pelvis, and laceration of vagina. X-ray examina- 
tion showed fracture of horizontal and descend- 
ing rami of right pubic bone. There was practical- 
ly no displacement of fragment. 

Recovery was uninterrupted. Patient discharged 
from the hospital Aug. 4, 1923, and ten days later 
when the doctor called at her home, he found the 
patient in the yard running and playing with other 
children. 

Case No. 39. D. R., Mexican, mucker, aged 21, 
injured at 10:30 a. m. on Aug. 1, 1923, by having 
rocks slough from roof of drift. Brought to hos; 
pital thirty minutes later. 

Physical examination revealed bilateral contu- 
sion over posterior chest wall and lumbar region, 
bilateral contusion to anterior and posterior sur- 
faces of peivis with large hematoma over right 
lateral pelvis region and entire anterior pelvic 
region. X-ray findings; comminuted fracture of 
left side of pelvis involving body, horizontal and 
descending rami of os pubis and tuberosity of left 
ischium. Loose .fragments are displaced downward 
and backward. Irregular oblique fracture begin- 
ning at crest o. right ilum and exiending down 
to sacroiliac notch, one small loose fragment be- 
tween main fragments. Considerable separation of 
main fragments and some upward riding of right 
side of pelvis. Fracture through horizontal and 
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descending rami of right os pubis. Loose frag- 
ment is displaced downward. 


Progress in this case was uninterrupted and 
about fifteen days after admission to the hospital 
I happened to catch patient sitting upright in bed 
as I passed the ward. I scolded him for his indis- 
cretion and he assured me that sitting up caused 
him no discomfort and emphasized his statement 
by demonstrating that striking himself over his 
pelvis with his fist caused him no pain. Notwith- 
standing this fact, patient was kept in hospital 
until Oct. 12, 1923, at which time he was dis- 
charged. 

His compensation was adjusted on Oct. 30, 1923. 
He left the district for a period of, three or four 
months. Since his return he has pursued his oc- 
cupation as mucker without loss of time. I have 
had him in for the purpose of radiographing his 
pelvis on three different occasions and each time 
he has insisted that he was perfectly all right and 
that his injury had never caused him any discom- 
fort since his discharge from the hospital on Oct. 
12, 1923. 


Treatment. The patient was placed on a Brad- 
ford frame, the pelvis moulded by adhesive plaster 
and Buck’s extension applied. 

Case No. 40. V. Q., Mexican, machineman, aged 
forty-one, was injured at 10:00 p. m., Sept. 10, 
1923, by falling astride a grizzly rail. Reported at 
dispensary for treatment at 11:00 a. m., Sept. 11, 
1923. Admitted to the hospital for further ex- 
amination and treatment on Oct. 4, 1923. 

Physical examination revealed a small hema- 
toma of left side of perineum, and a laceration 
one-half inch long overlying hematoma. X-ray ex- 
amination was not made until Oct. 4, 1923, and 
at that time showed a fracture of left side of 
pelvis at junction of descending ramus of pubic 
bone and ramus of ischium. 

Discharged from the hospital Oct. 22, 1923, and 
released for work on Nov. 19, 1923. 

Case No. 41. J. M. S., American, trainman, aged 
twenty-four, injured at 7:15 a. m., Nov. 17, 1923, 
by being caught between compressed air motor and 
mine car. Was brought to the hospital immediate- 
ly after accident. 

Physical examination revealed a fracture of the 
right ilium, large hematoma over the anterior su- 
perior spine of the right ilium, and a bilateral 
contusion of the lumbar region. X-ray examination 
showed a fragment fractured from anterior por- 
tion of wing of the right ilium, with forward and 
downward displacement of the loose fragment. 

Patient discharged from the hospital Dec. 8, 
1923, walking without the aid of crutches. Re- 
leased for work and compensation adjusted Dec. 
11, 1923. 

Case No. 42. J. M., American, bookkeeper, 
aged 23, injured at 11:00 p. m., July 3, 1924, by 
being thrown from an automobile. Brought to 
hospital immediately after accident occurred. 
Physical examination revealed bilateral contusion 
of pelvis and contusion and minor abrasions an- 
terior surface upper third of both thighs and con- 
tusion over lumbo-sacral region. X-ray examina- 
tion showed fracture of horizontal ramus of left 
pubic bone. Discharged from the hospital on July 
7th, returning to his work ten days later, and ex- 
cept for some soreness which persisted for a 
period of about six weeks all told, the patient did 
not suffer a great deal of discomfort. 

Case No. 43. A. E., Mexican, miner, aged twen- 
ty-three, was injured at 6:30 a. m., Sept. 1, 1924, 
by being caught between compressed air motor 
and mine car. He was brought to the hospital 
immediately after the accident occurred. 

Physical examination revealed severe contusion 
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over the sacrum and pubic region, with abrasions 
and multiple small lacerations over the pubes. 


X-ray examination showed avulsion of bony 
fragment from the medial border of descending 
rami of both pubic bones and slight separation of 
symphysis pubis. 

Patient discharged from the hospital on Sept. 
3, 1924, and returned to his work on Sept. 30, 1924. 

Case No. 44. A. C. C., American, surveyor’s 
aid, aged 30, injured Sept. 22, 1924, by having a 
large rock fall on him. On Oct. 29, 1924, the pa- 
tient presented himself at the hospital for exam- 
ination and treatment, stated that he had been 
under. the care of a doctor for the five weeks 
since his injury and that his improvement had 
been slow, and he was convinced ‘that he had more 
than a “wrenched back.” “He was, and had been 
using crutches for the past three weeks. Physical 
examination revealed tenderness to pressure over 
lumbo-sacral region and patient complained of 
some pain when presure was made over wings of 
ilia and front of pelvis. 

X-ray examination showed fracture of tip of 
right transverse process of fifth lumbar vertebra 
and fracture of upper segment of right side of 
sacrum. Fracture of right ilium involving the 
acetabulum. There was marked separation of 
symphysis pubis and the loose fragment of left 
ilium was displaced backward and downward for 
more than an inch. 

The patient was not admitted to the hospital 
but referred to a colleague who had him under 
treatment for a period of about three weeks. At 
that time patient left he district and was walking 
with the aid of a cane. 

He has not been heard of since. The exact 
period of disability in this case is unknown. This 
patient when first seen by me handled himself 
remarkably well considering the extensive pelvic 
injury sustained . 

Case No. 45. Wm. L., American, miner, aged 
forty-four, injured at 10:00 a. m., Oct. 23, 1924, 
by jumping from third floor of a burning building. 
Admitted to hospital thirty minutes after accident 
occurred. 

Phyical examination revealed contusion and 
large hematoma over left ilium, and we were able 
to elicit bony crepitus. X-ray examination showed 
fragment of bone 2.5 by 7 cm., fractured from the 
anterior superior portion of left ilium, and dis- 
placed downward 3 cm. 


Patient discharged from hospital Dec. 17, 1924, 
walking, and did not report for further treatment. 

Case No. 46. W. S., English, motor helper, 
aged 28, injured at 3:30 a. m. on Dec. 3, 1924, by 
being caught and rolled between ore train and 
drift timber. Admitted to hospital at 4:00 a. m.., 
Dec. 4, 1924. 


Physical examination revealed contusion of 
lumbo-sacral region with large hematoma over 
sacrum, contusion and abrasion over anterior sur- 
face of pelvis and lateral external surface of up- 
per third of right thigh. X-ray examination showed 
bilateral fracture of pelvis at junction of descend- 
ing ramus of os pubis, and ascending ramus of 
ischium. Patient was discharged from the hos- 
pital on Dec. 24, 1924, on crutches. He had never 
complained of any discomfort from his pelvic trac- 
tures up to the time of his discharge, but always 
of pain in left sacro-iliac region. Readmitted to 
hospital on January 10, 1925, complaining of pain 
and tenderness of perineal region and stated that 
the pain in his back had never subsided. Physi- 
cal examination at this time revealed tender callus 
at site of fractures of pelvis which was increased 
and muscular tug in walking. On Jan. 26, 1925, 
he was discharged markedly improved as to pain 
in perineal region and the pain in back was some 
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what improved. He has been under constant su- 
pervision and treatment in the mechanotherapy 
department since he was discharged from the hos- 
pital the second time, but the pain in ‘his left 
sacro-iliac region has gradually increased and we 
deemed it wise to have him return to the hospital 
on March 22, 1925, at which time he was anes- 
thetized and both sacro-iliac joints manipulated. 
A body and left spica plaster cast was «applied. 
Five days later the patient no longer complained 
of pain in his back and to date he is apparently 
absolutely free of al pain in his back. He has 
had no pain or discomfort from the fractures of 
his pelvis for about a month. We will have him 
continue to wear the plaster of paris jacket until 
about the first of May. At that time we hope 
to find, after removal, that he is completely free 
of the sacro-iliac complication which has unques- 
tionably produced the major part of his disability 
and we estimate that by the first of June he will 
be fully recovered and perfectly able to perform 
his usual duties. 

Note: This case is further complicated by epi- 
leptic seizures, and after each attack the sacro- 
iliac pain was more pronounced. 

Case No. 47. B. C., Mexican, machineman, aged 
twenty-four, squeezed between moving ore car 
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and post at 9:45 p. m., Jan. 1, 1925. Treated at 
the dispensary from Jan. 2,' 1925, to Jan. 12, 1925, 
at which time he was sent to the hospital for 
x-ray investigation. 

Physical examination revealed an abrasion of 
anterior surface, upper third of right thigh and 
contusion of left groin. X-ray examination showed 
a fracture of descending ramus of left pubis. 

Patient was admitted to the hospital Jan. 12, 
1925, and discharged Jan. 17, 1925, without crutch- 
es. Returned to work on Feb. 23, 1925. 

Case No. 48. J. A., Mexican, machineman, aged 
forty, was injured at 8:35 a. m., April 2, 1925, by 
being crushed between derailed ore car and post. 
Brought to the hospital immediately. 

Physical examination: Patient was unconscious 
and in profound shock. There was bleeding from 
both ears and mouth. A long, deep, jagged lacera- 
tion of left groin from which there was severe 
hemorrhage. Crushing injury of left chest with 
multiple fractures of ribs. Large hematoma over 
anterior pelvis with bony crepitus. Evisceration 
of both testicles. X-ray examination revealed 
comminuted fractures of both rami of both pubic 
bones. 

Patient died about one and one-half hours after 
admission to the hospital. 


LUNG CONDITIONS FOUND IN OUR INDUSTRIAL WORK 
OTHER THAN TUBERCULOSIS AND SILICOSIS 


NELSON C. BLEDSOE, M. D. 
Chief Surgeon Calumet & oF la Hospital, 
BISBEE, ARIZONA 


Strange as it may seem we do not find 
as many lung conditions in our copper min- 
ers as the average general practitioner 
would imagine. With the advent of x-ray 
cxamination of the chest we have been 
struck with the increasing number of chest 
tumors found . The number of pulmonary 
tumors recorded in the newer clinical sta- 
tistics is due to greater accuracy in diag- 
nosis by means of x-ray. Necropsy re- 
ports from the large centers show an in- 
crease of pulmonary cancers. The cause of 
such tumors of the lung is not better 
known than that of cancer in any other 
part of the body. 

Malignant tumors of the lung may occur 
at any age; up to middle life the tumor 
is usually sacomatous in nature; the 
younger the subject the more certain is 
this true; beyond middle life, it may be 
sarcomatous or carcinomatous, usually the 
latter. 

Primary malignant growths affecting the 
organs of the thorax occur more frequent- 
ly in males than females. Secondary 
growths in the lungs are more frequently 
encountered among females. Primary can- 
cer of the lungs has been looked upon as a 
rare condition, yet statistics are gradually 
proving that this belief is not well founded. 
Sailer and Torrey show that it occurs 156 


times in 100,000 deaths. Ewing says that 
of deaths from cancer, about one percent 
are found in the lung. 

Benign tumors occurring in the lungs or 
bronchi are quite rare, a tumor involving 
these structures being usually malignant. 
Primary tumors may occur as a single large 
tumor springing from the hilum of the lung 
and extending into lung tissue, or there 
may be a number of small nodules varying 
in size from a nut to an orange. 

Carcinomatous growths are white, gray- 
ish white, or grayish yellow in color and 
are of firm consistency. A pleural effusion 
is not uncommon especially when the pleura 
is involved. Effusions which arise as a re- 
sult of malignant disease not only have a 
tendency to recur after removal but are 
prone to be hemorrhagic in character; this 
feature is always suggestive of malignancy. 

The symptoms may be insidious, with 
gradual failure of health or they may oc- 
cur more acutely with severe dyspnea, 
cough, expectoration and pain. The dys- 
pnea, one of the earliest and most common 
symptoms, may be out of all proportion to 
the size of the lesion; cyanosis is present 
under these conditions. The cause of the 
dyspnea and cyanosis is not well under- 
stood. Dyspnea may be caused by pres- 
sure on the trachea, large bronchi, nerve 
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trunks, or a large pleural effusion. Diffi- 
culty of breathing may be constant or par- 
oxysmal; occasionally severe enough to be 
termed orthopnea. Cough is invariably a 
symptom and it varies greatly in charac- 
ter and severity. Expectoration may be 
scanty, mucoid, mucopurulent, blood streak- 
ed or hemorrhagic. Occasionally the blood 
expectorated resembles currant jelly which 
is highly suggestive of mal'gnancy. Pain 
may be the first symptom and usually in- 
dicates that the pleura is involved and may 
be constant or paroxysmal. 

Constitutional symptoms are the same as 
that of cancer in other parts of the body. 
Death occurs in from three and one-half 
months to twenty-seven. Rapid loss of 
weight and strength, night sweats, irregu- 
lar fever, anemia, malaise and digestive dis- 
turbances are common. 

The diagnosis of malignant growths in 
the lung is not an easy matter in the earlier 
stages, for the sympioms that arise from 
its presence are encountered in the more 
common thoracic affections, but a careful 
history of clinical findings and the x-ray 
make the diagnosis fairly certain. 

During the past two years it has been 
our misfortune in this district to discover 
several of these cases. One was post influ- 
enzal. One case coughed up tumor tissue. 
Physical signs at times are very confus- 
‘ng. Central tumors almost hide them- 
selves from inspection, percussion or auscul- 
tation. Unfortunately those tumors that 
occur on the periphery do not give any 
signs of their presence until it is too late to 
operate. Those occuring near the hilum, 
the location of which makes them inoper- 
able from the start, are often diagnosed 
clinically. All of our cases observed were 
inoperable. Physical signs and x-ray ran 
parallel with each other. 


CASE 1 

J. C. F. Miner, age fifty; worked all the life 
as a miner. Chief complaint on entering hospital 
was difficulty in breathing. Cough was harsh, 
rasping with considerable purulent expectoration. 
A typical case of asthma. ‘Condition of lung tu- 
mor was unrecognized. He died five days after 
entering hospital. 

Post Mortem—upper right lung was a large 
whitish mass, firm to touch. Glands in mediasti- 
num were enlarged and closely connected to mass. 

Pathological Report—Carcinoma of the lung. 

CASE 2 

John G. Miner, age sixty-one, single, dura- 
tion of symptoms three months. Chief complaint 
incessant cough. Paroxysmal dyspnea and cyano- 
sis. Physical signs were negative. No tempera- 
ture, pulse from eighty to eighty-six. 

Post Mortem—Multiple small nodules in lung. 

Diagnosis—Cancer of the lung. 

CASE 3 

Grant W. Carpenter, age fifty. Past history 
negative with the exception of diphtheria when 
-he was twenty years old. Denies any venereal 
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disease. Present trouble began about one month 
before he entered the hospital wtih a swelling in 
the right side of his neck, worse at night when he 
would lie down. He was unable to sleep. He was 
coughing, short of breath, with husky voice, said 
it had been so since he had ithe @iphtheria. The 
least exertion causes him to be short of breath 
and cyanotic, getting progressively worse. He 
occasionally raises a little whitish slimy sputum. 
He has no pain whatever. He was a well nour- 
ished man of 168 pounds; veins of chest, face 
and neck are dilated as if suffused with blood, no 
marked swelling anywhere. Heart O. K. Right 
lung above fourth rib anteriorly dull to flat on 
percussion, no rales, breath counds absent over 
this area. Urine 1028, acid, heavy trace of al- 
bumin; hyaline and fine granular casts, pus cals. 
Hemoglobin, 75%; RBC, 3,700,000; WBC, 22,750; 
PMN, 89; SL 8; Trans, 10; Eos, 1. Wassermann 
negative. X-ray shows a shadow in the upper 
right lung; some enlargement of the aorta. 

Diagnosis—Cancer of the lung. 

He was taken to Baltimore where he died just 
four months after he noticed the first symptom. 


CASE 4 

Dummond, G. Miner, age forty-two, married. 
Personal history negative save for an operation 
for hemorrhoids fifteen years ago; denies any 
venereal disease. Three months before entering 
the hospital his trouble began with rheumatic 
pains in the shoulders and chest. No involvement 
of the joints, no great increase of pain on deep 
breathing. Had a tight band-like feeling of pres- 
sure around the chest. Lost weight rapidly, twen- 
ty-seven pounds in five weeks. Strength failed 
rapidly. Developed a cough with considerable 
frothy expectoration; has had hot flashes and some 
night sweats. Has had no fever. Diagnosis of 
neuritis made in Colorado and advised to seek a 
warmer winter climate. Had all of his teeth ex- 
tracted for extensive pyorrhoea. Since coming to 
Bisbee voice has become very husky, very much 
like that of a laryngeal tuberculosis. Physical ex- 
amination shows a fairly well nourished anemic 
man. Slight dyspnea and a suggestion of cyanosis 
in the skin and lips. Eyes are clear, reflexes nor- 
mal, the voice only a hoarse whisper. The upper 
and sternal portions of the chest have a solid, 
almost bulging look. Many small varicose veins 
about the lower part of the chest, more a»undant 
on the left side. Slight edema of the chest wall, 
none of the extremities. No perceptible excursion 
of the lefi intercostals on respiration. The cervi- 
eal glands on the right and the axillary on the 
left are enlarged and palpable. The apex ceai 
cannot be seen nor felt. Dullness extends from 
cre inch to the right of the sternum over to the 
axillary line on the left for the full lengili of the 
sternum. Percussion over the sternum is flat to 
the sternal notch. The base of the left lunz is 
fiat, both anteriorly and posteriorly, and the Jull- 
ness in the back extends to above the midscapulur 
region. It is impossible to outline the heart. No 
rales; breath sounds are faint and indistinct and 
fiemitus is absent. Heart tones are muffled in 
all areas, no murmurs or thrills, pulse equal at 
both wrists, all signs of an effusion present. Ab- 
domen and extremities negative. 

Laboratory findings: Urine negative; sputum 
no T. B.; Wassermann negative; RBC, 2,900,000; 
HB, 50%; WBC, 11,000; PMN, 94%; lymph, 6%. 
X-ray shows a complete obliteration of the left 
lung by shadow. Chest aspirated and 2200 cc. of 
a clear sterile fluid obtained. This gave the pa- 
tient no relief in breathing nor did it improve 
the circulation. The dullness at the left base 
anteriorly and posteriorly disappeared and in the 
axillary region was greatly improved. Dullness 
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to the right of the sternum and in upper sternal 
region persisted and continued to the anterior 
axillary line on the left. 

Diagnosis: Mediastinal tumor and tumor of the 
lung. 
Unfortunately for the benefit of science he was 
taken to Denver, where he died in a very few days. 


CASE 5 

W. B. H. Age fifty-seven, miner. History of 
typhoid and malaria; denies any venereal history. 
Had an attack of flu in 1924, early part of year. 
Following the flu has never regained his former 
strength; becomes exhausted on least exertion. 
Coughs constantly with some pain on left side. 
Examination: A well-nourished man, 5 ft. 7% in. 
tall, weight 150 pounds. As our interest in the 
case is its lung aspect we will confine our exam- 
ination to the thorax. Apparently no differences 
in excursion of both sides. Percussion right lung 
normal; left showed dullness from third to eighth 
ribs in the mid-axillary region. The outline of 
the heart on the left side could not be clearly de- 
fined. It extended to the right of the sternum. 
The apex in the fifth interspace two inches from 
the midsternal line. In the upper left lobe there 
was. broncho-vesicular'_ breathing. Left lower 
showed broncho-vesicular to bronchial; no rales. 
X-ray showed shadow in left lung, continuous with 
the heart and extending outward to axillary re- 
gion. Heart pushed over to right of sternum. 

Diagnosis—Cancer of the lung. 

This case was not diagnosed early as it was 
taken for granted the extreme weakness and cough 
were sequellae of the flu. Consequently x-ray was 
not taken, “a sin of omission.” This case is ab- 
solutely inoperable and the only hope for any re 
lief is from deep x-ray therapy, which I believe 
will be of no help to him. There was very little 
loss of weight from August 22, 1924, to January 1, 


1925. 
CASE 6 

Cc. O. J. Male, age 44. His illness began ac- 
cording to his opinion twelve years ago with cough, 
asthma and loss of weight. Before that illness 
he weighed nearly two hundred pounds. 

Present illness: patient had worked until about 
February 18, 1923; at that time: he had to stop 
work and go to bed. He had complained of pain 
in the region of the right kidney, had consider- 
able temperature and a very rapid pulse. He 
was very thin, probably weighing about one hun- 
dred and twenty pounds and coughed a great deal. 
Examination of urine showed considerable pus. No 
T. B. were found in sputum on several examina- 
tions. He became worse and was sent to the 
hospital on March 10, 1923. Had to sit up in bed 
most of the time. He had a great deal of pleu- 
ritic pain, coughed, and expectorated blood tinged 
sputum. His pulse varied from 100 to 136 and 
had about 100° temperature most of the time. 
Wassermann negative. X-ray of lungs showed 
typical tumor shadow in both lungs. He gradual- 
ly grew weaker and died on March 28, 1923. 

Autopsy revealed no tumor in liver, stomach, 
kidneys, pancreas, prostate, intestines or mediasti- 
num. There were strong pleuritic adhesions on 
both sides of the chest. The whole of both lungs, 
except the lower lobes were the seat of tumors, 
part of which showed necrosis and cavities. 

Reports from Pathological Laboratory at Phoe- 
nix stated that this tumor had the characteristic 
appearance of carcinoma. The chief unusual fea- 
ture in this case consisted in having primary car- 
cinoma in both lungs. 

G. M. Age fifty-three, male, miner. Previous 

CASE 7 . 
history negative. In September, 1923, following a 
blow on the right side of chest, he became short 


winded, coughed with considerable pleuritic pain. 
The sputum was mucoid in character, later blood 
tinged and toward the last he coughed up pieces 
of tumor. Effusion of fluid into right pleural cav- 
ity, chest aspirated on two occasions; first time 
little fluid obtained, second time 500 cc. During 
the last month of his sickness the right arm and 
side became very edematous, also the left eye had 
a marked degree of exophthalmos. There was 
metastasis in the glands of the neck, manifested 
by the edema of the arm. There must have been 
some growth behind the left eye, shown by the 
protrusion of the eye ball. There was enlarge- 
ment of the liver and nodules could be plainly 
felt. He died in April, 1924, seven months after 
onset. 

Another class of cases that we observed 
were those resulting from fat embolism. 
Gauss has shown that by simple addition 
of oil to the blood the viscosity is greatly 
increased, thereby slowing the stream as it 
passes through the lung capillaries which 
are long and poorly supported. kat em- 
bolism may follow any operation in which 
the fatty tissue has been injured, even af- 
ter burns. Man has normally five-tenths 
to eight-tenths per cent of fat in the blood. 


Fat embolism is an acute circulatory dis- 
turbance caused by trauma, manifested an- 
atomically by the presence of fat globules 
in the circulation and by certain secondary 
changes which these produce clinically, 
recognized by presence of restlessness, coma 
and frequently death. In our experience 
it has followed fractures which caused a 
liberation of the fat globules in the medul- 
lary canal of the bone, plus the ruptured 
vessels surrounding and passage of the free 
fat globules into the circulation. 


The body is able to take care of a cer- 
tain amount of fat in the blood. It may be 
eliminated from the circulation in four 
ways: (1) lodges in the kidney glomeruli 
where it passes through the intercellular 
spaces into the urine; (2) some may be ex- 
creted through the bile into the intestines; 
(3) some may be destroyed by the endo- 
thelial phagocytes; (4) the rest may be 
emulsified by the mechanical action of the 
blood current, aided to some extent by the 
saponification action of the blood lipase 
and reabsorbed into the tissues. 


The probable way that fat enters the gen- 
eral circulation is through vessels within 
calcified tubules in the bones. These calci- 
fied tubules are unable to collapse. They 
remain open and provide suitable openings 
for the fat globules. In this way they are 
carried to the heart and thence to the lungs 
where they lodge in the capillaries forming 
effective emboli, blocking some of the 
smaller vessels, and setting up a chain of 


symptoms; namely, hyperemia, edema, oc- © 


clusion of arterioles, and round cell infil- 
tration. Clinically manifested by restless- 
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ness, rapid feeble pulse, pallor, cyanosis, 
dyspnea, expectoration of bloody sputum, 
with signs of pulmonary edema. Again it 
may cause a thrombosis of the pulmonary 
artery with all the signs of a pneumonia, 
high temperature, and putrid sputum till 
death. This sputum is quite pathognomonic. 
In the first instance the heart is unable to 
cope with the embarrassment, and air hun- 
ger, asphyxia and death ensue. Of the first 
instance we have had two cases in our hos- 
pital. Thrombosis of the pulmonary artery 
has occurred once. Remember: 


(1) Gentleness in manipulating frac- 
— bones may prevent this serious trou- 

e; 

(2) Hemostasis is one important factor 
in preventing fat globules from entering 
the blood stream; 

(3) Fat droplets appearing early in the 
sputum is one of the newer signs of fat 
embolism. 


W. W. W. Age forty-nine, married. Taken sick 
July 3, 1924, with sore throat. First seen July 
4, 1924; temperature 101°, pulse 90 ,resp. 24. Up- 
on examination could get crepitant rales, pos- 
teriorly at inferior angle of scapula. He was 
coughing incessantly with little or no expectora- 
tion. Sent to hospital. Laboratory report; leu- 
<eeyte count, 13,000; PMN 80;° Lymph. 11; Trans. 
3; Baso, 3; Myelo, 3. Urine negative. One week 
after entering hospital patient had a hard chill 
followed by cyanosis and rapid weak pulse. Be- 
gan to expectorate rusty sputum which rapidly 
changed in character to a brownish, very offensive, 
thin stringy sputum. Physical signs of consolida- 
tion in upper right lung down to fifth rib. X-ray 
picture shows shadow corresponding to this area. 
Repeated examination of sputum never revealed 
tubercle bacilli. Successive x-ray pictures showed 
a gradual recession of the process until the lung 
was practically normal. There was a definite cav- 
ity formed which would fill with brownish puru- 
lent material and would empty itself by expectora- 
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tion. This case I believe was a true case of 
infarction of the lung with necrosis and subse- 
quent elimination of necrotic material and recov: 


Our records in the Calumet & Arizona 
Hospital show in 2529 operations two deaths 
from pulmonary embolism. During the 
same period 559 fractures of all descrip- 
tions were treated with two deaths from 
pulmonary fat embolism. 

Case 7402. Miner, age thirty-three, married, 
came into the hospital with a fracture of the left 
tibia and fibula, junction lower and middle thirds 
with very severe bruising of-soft tissues. He was 
x-rayed, placed in temporary splints and put to 
bed. On the sixth day had temperature of 103, 
pulse 116, resp. 24, feeling of suffocation, no pain. 
Respirations at times irregular, fine crepitant 
rales over lower right lung, pulse and tempera- 
ture dropped to normal in the course of four days. 

On the thirteenth day noticed a phlebitis of 
left femoral vein. On the fifteenth day’ under ether 
anesthesia a plaster cast was applied to the leg. 
On the thirty-fourth day after admission the plas- 
ter cast was removed, and reapplied. On the thir- 
ty-sixth day, two days after reapplying the cast, 
he began perspiring freely; temperature 102, pulse 
132, resp. 35, pain in right side of chest. On thir- 
ty-eighth day began spitting small dark blood clots, 
then bloody mucous with severe coughing spells; 
the sputum changed rapidly to a thin brownish 
purulent sputum with a very fetid odor which 
persisted until death, for three days after en- 
tering and eight days after the last cast was ap- 
plied. He had all the clinical symptoms of a lo- 
bar pneumonia. 

Post Mortem: We found the right lung simply 
a shell with shreds running across it. The pul- 
monary artery: was plugged with an embolus which 
had caused a thrombosis extending down into the 
smaller vessels. 

(1) During the first week this man evidently 
had some slight fat embolism in his right lung. 

(2) A thrombosis occurred in the left femoral 
vein. 

(3) He had an embolism, fat or piece of the 
thrombosed femoral vein lodging in the right pul- 
monary artery which caused a thrombosis and 
death. 


TWENTY-FIVE YEARS OF FRACTURES 


FREDERICK T. WRIGHT, M. D., F. A. C. S., AND CARL LUND, M. D., 
Calumet Hospital, Douglas, Arizona. 


We speak from an experience of twenty- 
five years in industrial and general sur- 
gery. During this time we have had to do, 
either as principals or consultants, . with 
several hundred cases of fractures—frac- 
tures which have variously involved all the 
bones of the body from the head to the 
toes. As a result of this personal experi- 
ence, perennially enriched by study of old 
and new masters in surgery, we have ar- 
rived at certain conclusions pertaining to 
the management of fractures, conclusions 
which, though they be for the moment 
rather well established in our minds, are 


yet subject to such alteration as further 
experience and study may suggest. We 
do not claim to speak the last word on frac- 
tures, nor have we any argument with 
others whose methods, differing from ours, 
have given satisfactory results. We mere- 
ly attempt to crystallize what we have 


learned from our twenty-five years’ experi- 


First some general points: 
X-RAY 
With few exceptions, we not only fluoro- 
scope but make films of our fractures. The 
fluoroscope may give reliable information 
ninety-five percent of the time, but to be 


ence. 
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sure that nothing is being overlooked and 
to afford opportunity for more deliberate 
study, we consider films necessary. When 
a diagnosis is made, the fluoroscope may 
be of great assistance in making proper re- 
duction. When this is accomplished, final 
films complete the routine, not only to 
check the result, but to furnish a perma- 
nent record. We consider it necessary to 
take a picture in any severe contusion or 
supposed sprain of the wrist, hand, ankle 
or foot, even though the usual signs of 
fracture be lacking. Frequently a film has 
shown a crack in a digit or in the end of 
one of the long bones which might other- 
wise have escaped observation. 
ANESTHETICS | 

Fractures of the hands, feet, ribs, scap- 
ula and clavicle rarely require one; arm, 
thigh and leg, about half and half; fore- 
arm, more often than not. Avoidance of 
pain and muscular relaxation are the de- 
siderata. It is too easy to err on the side 
of omission. Any case that will require 
more than a minimum of manipulation 
should have an anesthetic, children almost 
always. 
SPLINTS 

Aside from the finger, practically all of 
our fixation splints are of moulded plaster. 
Being so easily and quickly made and so 
perfectly adaptable in size and shape they 
have proven very superior to any other ma- 
terial. 

OPERATIVE TREATMENT 

Our attitude toward operative treatment 
of closed fractures is one of extreme con- 
servatism. We would be reluctant to oper- 
ate in any case where the probabilities of a 
good functional result were present, even 
though the anatomical results were far 
from perfect. Cases of absolute non-ap- 
proximation of fragments or of truly un- 
united fractures may call for operation, 


but in general we have great respect for 


the integrity of the cuticle. Neither is the 
danger of operative shock to be disregard- 
ed. We have seen two fatalities immedi- 
ately follow operative interference in frac- 
tures of the femur. Most patients would 
prefer to look down on a slightly crooked 
thigh than up to a tombstone. 

Passing now to regional groups of frac- 
tures for more particular cons‘deration, we 
may dismiss several with hardly more than 
a gesture. Probably fractures of the scap- 
ula, wrist, hand, foot, fingers and toes are 
treated in about the same manner the 
world over. Generally there is but slight 
displacement and the problem is one of 
maintaining fixation in the way most com- 
fortable for the patient. 


301 


CLAVICLE 


We used to treat fractures of the clav- 
icle in orthodox text book fashion—Velpeau 
bandage, barrel stave splint, etc. Early 
in our experience we found that almost 
never were the fragments maintained in 
good anatomical position by these methods, 
yet the end results were satisfactory. For 
years we have treated these fractures by 
simply putting the forearm in a sling with 
perhaps a turn or two of bandage to re- 
tain the arm loosely to the body—our re- 
sults being uniformly good. We have never 


happened to have a case wherein more per- | 


fect’ cosmetic results were desired, as in 
case of a woman. Possibly such a case 
would be put to bed and other methods 
followed, but in treating large, rough men, 
our method as above has been satisfactory, 
and certainly our patients have been much 
= comfortable than with former meth- 
ARM 

Upper arm fractures have mostly done 
well with simple chest fixation, although 
we probably have ben fortunate in not hav- 
ing many complicated cases to deal with. 
Yet one of our most troublesome cases was 
of non-union of the humerus, although this 
was apparently independent of treatment 
or fixation methods. 

FOREARM 


Our bete noir has been forearm fractures. 
Many have been reduced and retained read- 
ily, while some have appeared to defy all 
manipulation and appliances. In these frac- 
tures we have no hesitation in operating if 
approximation cannot be secured by usual 
methods; open and plate one bone; the 
other usually then takes care of itself; if 
not, that also; the plates to come out in due 
time. 

FEMUR 


In fractures of the femur we admit a 
preference for the Hodgen splint. During 
our first three years of practice we were 
with the Caluret and Hecla Mine in Michi- 
gan, where, with 6,000 men employed, frac- 
tures of the femur were. numerous. We 
saw case after case come in, be put up in a 
Hodgen’s, (this you must remember, be- 
fore the days of x-ray), stay from four to 
eight weeks and then be sent out on crutch- 
es in a plaster cast from groin to ankle, 
and with a final good result. We believe 
that for first adjustment and the constant 
readjustment often required, for ready in- 
spection, for ease in modifying pulls in re- 
quired directions and for the comfort of the 


patient, nothing equals the Hodgen. We. 


have never had occasion to use ice tongs. 
We have no quarrel with those who use 


- 


the Buck or Thomas; we admit we have 
used the latter not at all, the former but 
seldom. It is a matter of being used to a 
method which does the best for the indi- 
vidual operator; at present we see no rea- 
son for not sticking to the Hodgen. 

The above applies to fractures of the 
shaft. Those of the neck require special 
consideration. Many of these we consider 
suitable for a Hodgen. We would have to 
regard each case as individual. We have 
seen some very good and some very la- 
mentable results follow the Hawley table 


_ extens‘on and plaster method. Case for 


case we would expect as good results from 
the Hodgen. We may perhaps be consoled 
by a recently noted conclusion of a German 
surgeon who stated that practically no 
progress has been made for one hundred 
years in treating fractures of the neck and 
that we may expect imperfect results in 
at least fifty percent of our cases. 

For fractures of the leg, Buck’s exten- 
sion, if necessary, and early plaster. We 
have never used pins. Here again we are 
skittish about insulting the cuticle. Others, 
no doubt, do it with impunity. 

SPINE 

Every time a fracture of the spine has 
come within our purview (perhaps a dozen 
cases in all) we have zealously studied the 
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literature afresh and have regularly come 
to the conclusion that there are no very 
fixed rules to follow, except as regards 
cases at the two extremes, viz: excessive 
dislocation of fragments and consequent ir- 
remediable damage to the cord or slight 
dislocation with few or no symptoms of 
cord involvement. Between these two is 
a large explored but unsettled country. 
Without arguing our point we have settled 
down to this: For cases at the extremes, do 
nothing; for all others operate. 
SKULL 

Of skull fractures, those of the base are 
let alone. We have never done a decom- 
pression, nor have we seen a fatal basal 
fracture in which the post mortem findings 
indicated that a decompression might have 
done good. Fractures of the vault are op- 
erated p. r. n. 

Our experience with fractures of the pel- 
vis, patella and jaw has been so slight as 
to warrant no general observations. 

This hasty resume gives our beliefs at 
the present moment in regard to the treat- 
ment of fractures. We do not consider 
these opinions fixed and unalterable or that | 
other quite contrary opinions must be 
wrong. As expressed above, they simply 
represent what our experience has taught 
us. 


SOME PROBLEMS OF THE INDUSTRIAL SURGEON 


Georce A. Brincz, M. D., F. A. C. S., Copper Queen Hospital 
BISBEE, ARIZONA 


The industrial surgeon has his peculiar 
problems. They are not primarily those 
of the general surgeon or of the orthopedic 
man. When we discuss the problems of 
the industrial surgeon we should confine 
ourselves to those which are practically 
unknown to the general practitioner or sur- 
geon but which are common to all physi- 
cians who work for industrial corporations. 

I quite agree with the statement of Dr. 
John E. Bacon in his able paper before the 
Medical and Surgical Association of the 
Southwest that industrial surgery is fast 
becoming a specialty. Several of this body 
of physicians meeting here today remember 
the time, only a few years ago, when the 
physician seeking employment from a min- 
ing or manufacturing corporation did so 
because he could earn a living no other way 
or because he was a particular friend or 
relative of the management. That day is 
fast passing and the present day industrial 
physician and surgeon is chosen because 


of his ability to handle successfully those 
cases which are peculiar to industry. 

Consequently we find that the best type 
of industrial surgeon is one who is not pure- 
ly an orthopedist nor a typical general sur- 
geon nor yet a hydro or electro-therapeu- 
tist, but one who must have a general 
knowledge of all these branches. But this 
is not all; the industrial surgeon and physi- 
cian would be absolutely at sea if, although 
possessing scientific skill, he failed to un- 
derstand the peculiar psychology exhibited 
by a goodly perecntage of his patients. 

It is quite obvious, therefore, that the 
first problem confronting the young physi- 
cian entering industrial medicine is that 
he is not dealing with a simple relationship 
of patient and physician but that, however 
skillfully he may be handling his individual 
patient, he is, at the same time, in a per- 
centage of his patients, conscious of an at- 
titude of distrust or impatience never or 
seldom seen in the private practice of med- 
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icine. This attitude is not in most cases 
due to the patient’s fear of the results of 
treatment but rather to a desire of the 
patient to impress his physician with the 
gravity of his injury and thus to make his 
compensation more extensive or his settle- 
ment more liberal. To the industrial sur- 
geon of much experience this class of pa- 
tient is also a problem. Unlike his young 
assistant, he is an unbeliever. Hardened 
by many experiences, his faith in mankind 
well-nigh destroyed, he is prone to see in 
every accident a malingerer and in every 
sickness an insurance collector. Lucky is 
the physician who can successfully steer 
between this Scylla and Charybdis. 

Another problem which early comes to 
the industrial surgeon is one which both- 
ered the human race in ancient days. The 
good book tells us that we cannot serve 
two masters and yet what industrial sur- 
geon does not attempt this impossible feat, 
and, strange to say, usually meets with ex- 
traordinary success. I have unfortunate- 
ly seen several young physicians attack this 
problem or rather side step it and attempt 
to serve only one master to the contempt 
of the other. Whichever master he has 
chosen has never been able to save him 
from bitter experience and, finally, from 
absolute failure. There is only one solu- 
tion to this problem and that is absolute 
impartiality and strict fairness to both em- 
ployer and employee. No other system has 
ever succeeded or will succeed. 


Perhaps the most important problem con- 
fronting the industrial surgeon is the one 
so ably discussed. by Dr. Bacon in the 
aforementioned paper; namely, that of hav- 
ing to pass all his work in review for his 
employer, his patient and possibly the 
court. I care not how skillfully the sur- 
geon has handled his case, if permanent dis- 
ability follows, some one of these parties 
will be hard to satisfy. How often have 
we heard from one class of our patients, 
“See how much the doctor saved from this 
terrible accident I had;”’ and how often 
from another class; “See how much I am 
crippled.” 

The only solution of this problem is the 
most painstaking, consicentious work from 
start to finish, never sparing frequent ex- 
aminations, x-rays, massage, electricity, 
bakings and any other procedure which 
might contribute to a slight lessening of 
disability. Disabilities we must have; let 
us make them as slight as possible. 

The other problem which I consider re- 
fers particularly to relations with employ- 
ees is one calling for the greatest generos- 
ity and tolerance. We are often prone to 


forget that the physician is a highly edu- 
cated man and a large percentage of his 
patients are quite ignorant. In dealing 
with these people we have to consider them 
often as children looking for sympathy, ad- 
vice and sometimes medicine which they 
do not require. We must never forget, in 
all the confusion of compensation laws and 
multiple insurance policies, that all parties 
are human and frail, and that so long as 
our cases are considered medical we are 
the physician and the patient our case. 
But when our task is accomplished to the 
best of our ability, we should stand on our 
rights for fair play to the physician and 
never allow malicious complaints to pass 
uncensured or unpunished. The industrial 
physician who stands for absolute fairness, 
does painstaking, conscientious work and 
is interested in his fellowmen, needs not 
fear his probems. They usually dissolve 
like the clouds as he advances. 

Time forbids a thorough discussion of 
all the problems peculiar to the industrial 
surgeon; neither would such a discussion 
be interesting or profitable. 

However, in concluding this short pre- 
sentation, I wish to note two problems, one 
referring particularly to employers and the 
other to employees. The industrial surgeon 
has always been an overworked individual. 
Unlike the man in private practice he can- 
not refuse work when tired or indisposed. 
When his year’s work is completed and he 
is given a short vacation he is in no physi- 
cal or mental condition to do post graduate 
work. He must rest and play. 

The only solution of this problem, which 
I consider as one referring particularly to 
the employer and physician, is for each em- 
ployer to make special provision for his 
physicians to keep abreast of the times and 
insist that post-graduate work be taken 
regularly, and of course, it is just as es- 
sential for the physician to adopt the same 
attitude. 

The other problem referring to the rela- 
tions of industrial surgeon and employee is 
one somewhat difficult to solve. 

Employees who are what we call old-tim- 
ers do not present this problem in anything 
like the degree that newcomers do. No 
matter how conscientious the industrial 
surgeon may be he cannot satisfy all his 
patients. The patient cannot in all cases 
have the physician he would naturally 
choose. Complaints will arise, some justi- 
fiable and some not. The appointment of 
bospital committees has solved a portion of 
this problem, but in spite of this improve- . 
ment, there are occasional complaints. 
Trivial troubles should never be tolerated 
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by any hospital committee or chief sur- 
geon, for the industrial surgeon has far 
more justifiable complaints against the em- 
ployee in his abuse of the hospital service 
than can be charged to him in neglect or 
lack of interest in his patients. If the in- 
dustrial surgeon is as careful with his 
company cases as he is with his private 
ones, he will find little trouble. He must, 
however, insist that he be treated fairly 
by his patients. It is a poor rule that does 
net work both ways. 
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If complaints -can be lodged against 
physicians, the same privilege must be al 
lowed the physician to complain about his 
treatment at the hands of the employee. It 
is very obvious, therefore, that a good hos- 
pital committee can weed out the trivial 
from the serious, and, as has happened in 
several localities, including our own, re- 
duce the number of complaints very mark- 
edly and establish very pleasant relations 
between physicians and patients in a very 
large percent of cases. 


INDUSTRIAL HERNIA 


C. R. SWACKHAMER, M. D., Chief Surgeon Magma Copper Company 
SUPERIOR, ARIZONA 


The subject of industrial hernia has been 
thoroughly investigated on a scientific basis 
by some of the most competent men, not 
only of this country but also of the foreign 
countries. The purpose of this paper, there- 
fore, is not to attempt to present something 
new, but to bring out some of the accepted 
facts, for the benefit of those who have not 
kept posted on these investigations and re- 
ports. 

Those of the profession engaged in in- 
dustrial work have all had occasion to in- 
vestigate this subject and I believe are all 
very familiar with it. It is, however, the 
general practitioner and the medical man, 
to whom many of these cases go for ad- 
vice, who have not given this subject care- 
ful consideration and very frequently ad- 
vise them contrary to the generally accept- 
ed opinions on acquired or industrial hernia. 


Some authors attribute the misunder- 
standing and confusion of this subject to 
the use of the word “rupture” as synony- 
mous with hernia. Rupture naturally im- 
plies an injury. As Berger has said, “there 
is not an individual who, having a hernia, 
at the moment when he noticed its exist- 
ence, did not at once attribute it to an ac- 
cidental cause, most often to an effort.” 
This is a perfectly natural assumption, but 
it is not based upon any anatomical or 
pathological foundation. 

In order to understand the mechanism of 
inguinal hernia it is necessary briefly to 
recall the embryology of the inguinal canal. 
You will recall the fact that the testicle de- 
velops in fetal life in the lumbar region, be- 
hind the peritoneum to which it is attached. 
At the end of the fifth month, it begins its 
descent to the scrotum. A process of peri- 
toneum proceeds the passage of the testicle 
into the scrotum. This fold or pouch of 


peritoneum, which is carried down through 
the inguinal] canal into the scrotum with 
the testicle, forms the processus vaginalis. 
Soon after birth this pouch is supposed to 
become obliterated, due to the fact that the 
walls are in apposition and produce irrita- 
tion enough to cause adhesions. Unfortu- 
nately, the obliteration of this sac does not 
always occur and it may be entirely open, 
as shown by the fact that many children 
are born with a complete hernia. This fact 
is further demonstrated by dissections in 
adults, showing the pouch was still patent 
throughout life, although there has never 
been any actual filling of it by the abdom- 
inal contents. Also there are many adults 
who had congenital hernias in infancy, 
which were supposed to have been cured 
and closed off, but in later years become 
io sized hernias, following attacks of bron- 
chitis. 


The connection between oblique or indi- 
rect inquinal hernia and the unobliterated 
processus vaginalis is the foundation of the 
present day medical conception as to the 
cause of hernia. This fact was verified by 
Dr. J. M. Wainwright, who personally made 
a very extensive review of all the medical 
literature on this subject in English, 
French, Italian and German, over two hun- 
dred articles, and found not a single one 
taking issue with this view. According to 
Wainwright, there can be no ground what- 
ever for denying that a congenital sac is 
present in practically every case of oblique 
inguinal hernia, and that this is the great 
and efficient predisposing cause of this 
type of hernia, and of its own account, 
without any essential exciting cause, is re- 
sponsible for the natural production of most 
hernias. Medical opinion is unanimous on 
this as a scientific point. It is founded on 
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incontrovertible evidence of dissections, op- 
erations and clinical observations. 

Briefly the history of the usual case of 
industrial or acquired inguinal hernia is as 
follows: The man while occupied at his 
regular work, suddenly receives an unusual 
strain; he may notice a slight pain in his 
inguinal region, but as a rule does not stop 
work for more than a few minutes. In a 
few days he notices a swelling or tumor 
mass in the inguinal region, which, accord- 
ing to the general public view, he believes 
is a rupture due to the strain received. This 
man is perfectly honest and sincere in be- 
lieving that this strain was the cause of 
his hernia or rupture, and even one of our 
medical men at a recent meeting in this 
state, in reciting a similar case, stated that 
he knew the .man was not lying about it 
and that he believed the injury or strain 
had produced the hernia. 

Now why do we say this one injury or 
strain is not the cause of this hernia? In 
the first place it is generally accepted that 
it cannot be produced in its complete form, 
unless there is a patent sac present. The 
forcing of a pouch of peritoneum through 
the external ring could not be produced in 
a normal person from any internal pres- 
sure, without tearing or literally rupturing 
the peritoneum, because it cannot stretch 
suddenly to form a sac. It is claimed by 
eminent authorities that a diffuse contu- 
sion to the abdomen cannot produce an in- 
guinal hernia and that a local contusion 
will only produce an injury at site of con- 
tact. Also, the fact that some authors claim 
that merely the cutting off and tying of 
the hernial sac is sufficient to cure the ma- 
jority of hernias, showing that there must 
be a patent peritoneal pouch extending in- 
to the inguinal canal before an indirect in- 
guinal hernia can be produced. 

If you will stop to consider the anatomy 
of the indirect inguinal hernia, you will re- 
member that the peritoneal pouch is always 
in front of the spermatic cord, vessels and 
testicle, in the same exact position and re- 
lations as are the admitted congenital her- 
nia. If the hernia was due to a weakness 
of the inguinal canal, muscles and fascia, 
as believed by some, then why should this 
pouch of peritoneum be forced out always 
in the same relative position into the cord 
and to the testicle and not outside the cord, 
if it were not for the presence of a congeni- 
tal sac to guide it? 

It is also noted by the men doing a great 
deal of hernia work, that practically all of 
these hernial sacs are found at operation 
to be firmly bound down and attached to 
the surrounding tissues, showing that they 


are of long duration and not recently de- 
veloped. 


What really occurs in the above described 
case is this. In the first place, there was 
present a congenital pouch of peritoneum 
extending a variable distance into the in- 
guinal canal and cord. During this strain 
or injury he complains of, he probably for 
the first time forced some of the abdominal 
contents into the sac and it was thus the 
first visible evidence to him that he had a 
hernia. Now the question arrises as to 
whether this strain or injury is really the 
cause of the hernia. In the first place, if 
the individual had been normal without a 
congenital sac present, it could not have 
occurred. In the second place, it merely 
caused the filling of the sac, which might 
have occurred just as readily from sneez- 
ing, coughing or straining at stool. It only 
made the hernia apparent, but not in any 
way caused it. It might easily be compared 
to an employee going to work with varicose 
veins of the legs. Both of these conditions 
may be partially the result of the position 
assumed by the employee while at work or 
the result of strain he is exposed to, and . 
yet it would scarcely be right to make the 
occupation responsible for an affection, the 
result of an inherent weakness in the ab- 
dominal wall which allowed a portion of the 
intestine to protrude into a preformed sac, 
causing a hernia, or for an ill-nourished 
condition of the wals of the veins in the 
legs, whereby the blood vessels become dis- 
tended and distorted. 


Even if the strain which the employee al- 
leges as the sole and final cause of his 
hernia has made it a little larger and evi- 
dent to himself and others, it has not pro- 
duced any material change and has aggra- 
vated nothing in the sense that it has cre- 
ated a new condition, which justifies hold- 
ing the employer responsible for a slightly 
smaller hernia which has already been pres- 
ent for a long time. The mere fact that 
a given hernia does, after a certain incident, 
contain a little more intestine or omentum 
than it did before does not essentially alter 
its condition, does not produce a new con- 
dition which is more disabling than it was 
before, and does not in any way create a 
new condition for which the employer 
should be made to pay. As Moorhead has 
said, it is no more logical to hold this final 
strain to be the cause of a hernia that has 
been slowly developing for months than it 
is to consider the last expulsive effort of a 
woman in labor to be the cause of another 
human infant being born. The last labor pain ~ 
is no more the cause of a baby than a thou- 
sand other incidents of the past nine months. 


I will admit that the above described case 
honestly believes he has a legitimate claim 
against the employer, due to the fact that 
he does not know anything of the anatomy 
nor mechanism of the development of a 
hernia and also that the general public still 
believes that a rupture or hernia can and 
is caused by a single strain. 


There is another type of hernia case, 
which is encountéred by the following ex- 
amples: Employee was running a machine- 
drill in the mine. The drill became stuck 
and he was pulling with both hands on the 
drill to get it out, when suddenly the ma- 
chine came loose from the drill, striking 
him on the abdomen and knocked him back 
about two feet against a large timber. He 
immediately complained of pain in right in- 
guinal region and had to be carried to the 
hospital. Examination on arrival at hos- 
pital showed a large right indirect inguinal 
hernia, extending half way to the testicle. 
This man claimed that he had absolutely 
never had any evidence of a hernia before 
this accident. Another employee, while 
pushing on a car with some other men, 


._ slipped and fell but continued to work that 


day, then layed off and two weeks later 
reported to dispensary, claiming injury to 
right inguinal region. Examination showed 
the presence of an undescended testicle in 
the inguinal canal in an open hernial sac. 
He also claimed he had never had any evi- 
dence of a hernia before. 


It is very evident that there is no ques- 
tion about these hernias being present and 
fully developed before the accident. How- 
ever, due to conditions in our courts, the 
general public’s belief that a hernia is 
caused by a single strain or injury and the 
ease with which these cases are able to 
secure medical testimony that these hernias 
were the results of the accidents, the at- 
torneys have found that it is usually cheap- 


er to settle than to attempt to fight them 


in court. 

Briefly the generally accepted facts in 
regard to acquired or industrial hernia are: 

The pouch of peritoneum or processus 
vaginalis is not always closed. 

- An indirect inguinal hernia cannot be 
produced in its complete form, unless there 
is a patent sac present. 

A diffuse or local contusion over the ab- 
domen, no matter how severe, will not pro- 
duce an indirect inguinal hernia, in the ab- 
sence of a preeformed sac, for a blow which 
is sufficiently severe to produce a hernia 
would be certain to do suficient injury to 
other abdominal organs to prove fatal. 


The peritoneum, even in the presence of 
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a large .inguinal ring, will not stretch to 
form a sac, from a single strain or in- 
creased intra-abdominal pressure. 

The stretching and filling of a pouch of 
peritoneum in the spermatic cord for the 
first time in the adult, is the result of long 
continued intra-abdominal pressure, except 
under the following conditions: If the intra- 
abdominal pressure is sufficiently great and 
there is present an open peritoneal pouch, 
a hernia may be produced. The pain and 
shock, however, will be equally great and 
and he will be immediately incapacited for 
work. 

The usual type of acquired indirect in- 
guinal hernia, occuring soon or within a 
few days following some unusual strain, is 
merely the filling for the first time of a 
congenital patent processus’ vaginalis or 
really a delayed congenital hernia. 

The true traumatic hernia is, as the 
name implies, a true trauma and tearing of 
tissues from a direct external contusion, 
and is not considered under the head of ac- 
quired inguinal hernia of the indirect type. 

A more general knowledge of the above 
facts by the general profession, should, 
while in no way interfering with the full- 
est measure of justice being meted out to 
the injured or cripples, nevertheless great- 
ly restrain those who have a hernia from 
making it the sole cause for demanding ex- 
tortionate sums. It does not seem just 
that any employer should be held respons- 
ible for an anatomic malformation of his 
employee nor should he under any circum- 
stance be made to pay damages for said 
defect. 

The solution then, of the industrial her- 
nia problem, in justice to the laborer and 
employer, seems to be the education, first 
of the medical profession as a whole and 
then the general public and the courts, to 
the fact that the acquired indirect inguinal 
hernia cannot be produced by a single strain 
or injury, unless there is present a con- 
genital preformed sac of peritoneum. 

In conclusion, I might say that the Med- 
ical and Surgical Section of the American 
Railway Association, have probably done 
more to bring out the facts on this sub- 
ject and help educate the profession, than 
any other organization. The recommenda- 
tions of their Special Committee on Indus- 
trial Hernia, have already been adopted by 
a number of medical and surgical societies 
over the county, as being the expression of 
their views on the subject. Their recom- 
mendations will be presented in the form of 
a resolution for adoption as the expression 
of this Association on the question of in- 
dustrial hernia. (See Editorial Section.) 
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SYMPOSIUM ON UROLOGY 


SOME PROBLEMS IN PROSTATECTOMIES 


Ropert V. Day, M. D., F. A. C. S. 
LOS ANGELES 


Since Goodfellow, in 1893, performed the 
‘first perineal prostatectomy, and Freyer, 
in 1900, the first subtotal enucleation su- 
prapubically, progress has been rapid and 
constant, until at present both operations 
may, in the majority of cases, be complete- 
ly visualized and, in a large measure, ordi- 
nary surgical principles may be observed. 
One difficulty after another has been sur- 
mounted. Preparation, the most important 
factor of all, is now among urologists uni- 
versally the great desideratum. Technic 
and management have been so perfected in 
both types of approach that, in experienced 
hands, the incidence of mortality and mor- 
bidity should be very low. Proust and 
Zuckerkandl perfected the approach to the 
prostate through the perineum, but their 
method of enucleating the prostate was 
crude. Young, in 1903, builded so well that 
all the various modifications of his opera- 
tion (Dillon, Hinman, Geraghty, as well as 
modifications suggested by Young himself) 
have added little of real value to Young’s 
original procedure. 

For more than fifteen years there has 
been scarcely any urologic meeting at which 
there has not been heated controversy as 
to which approach—ptrineal or suprapubic 
—constitutes the better method of pros- 
tatectomy. Some eould see no merit in the 
perineal operation; others used it almost ex- 
clusively. One advocated the perineal. route 
- for fibrous prostates and the suprapubic 
for large middle lobes. Some preferred the 
perineal for the hypertrophied prostate that 
in its growth remained within its anatomic 
limits and did not push into the bladder. 
Another advocated the low operation in fat 
patients, and then again some one else 
warned us against this route in the very 
same class of patient. As a matter of fact, 
there seems to have been not sufficient 
logic or reasons based on clinical experience 
to bring about a reasonable degree of agree- 
ment. After all, almost any prostate may 
be attacked with reasonable certainty of 
good results by either method, provided the 
operator is skilled and experienced in the 
particular type of operation he is doing. I 
have studied the question from several an- 
gles, and my purpose here .is to advocate 
the selection of one or the other type of op- 


eration after thorough study of a given 
case along lines that appear saner to me 
than those heretofore promulgated. 

The low mortality rate of Young has 
never been quite approached by any other 
operator. The average mortality rate by 
the perineal route in the hands of the fore- 
most operators has been about 4 per cent.’ 
The incidence of morbidity, however, has 
been somewhat greater. The shortcomings 
of the perineal operation are: (a) incom- 
plete removal; (b) various degrees of in- 
continence following; (c) decrease or loss 
of sexual power, and (d) recto-urethral fis-- 
tula—rarely seen except after operation by 
the inexperienced. 

Incomplete removal is often followed by 
residual urine and occasionally by a certain 
degree of incontinence. Incontinence is 
more likely to follow one of the newer pro- 
cedures—enucleation en masse, even though 
the external sphincter is not injured. There 
can be no question that the sexual power of 
the patient is very often markedly lessened 


- or destroyed by this type of approach. This 


has been attributed to injury of the peri- 
prostatic nerve plexus and is also probably 
due at times to injury of nerves in the peri- 
neum. One is inclined to dismiss this fac- 
tor as unimportant; but the loss of all sex- 
ual desire frequently has a profound psy- 
chic effect on men around 60 or 65 years of 
age. Recto-urethral fistula can almost al- 
ways be avoided. Admittedly, and in fact 
all the bad results mentioned do occur with 
even the most skillful and experienced op- 
erators. 

Suprapubic prostatectomy, either by the 
two-stage operation or the one-stage open 
visualized operation, after the method first 
suggested by Hurry Fenwick, improved and 
perfected by Chute, Judd and Hunt, in 
which bleeding vessels at the bladder neck 
are whipped over and tied, followed or not 
by the use of a hemostatic bag, in properly 
selected cases, affords practically as low a 
mortality as the perineal operation, and the 
functional and structural results are not 
left to a certain chance as they are in the 
perineal. Incontinence is unknown after 
a proper suprapubic enucleation, and the 
gland can be readily enucleated more radi- 
cally, enabling the bladder to empty itself — 


Read before the pg nf iow Annual Meeting of the New Mexico Medical Society, 
Clovis, N. M., May 19 to 21, 1925. 


completely. Sexual function is never af- 
fected adversely. 

Many operators (Gardner, Hunt, Bugbee, 
Lower, MacKenzie and others) have re- 
ported a large series with a mortality rate 
of from 2 to 2.5 per cent. In fact, with 
good fortune, Gardner and Lower had more 
than 100 consecutive cases without a death. 
Freyer had an operative mortality of 5.25 
per cent. in his series of 1,625 cases, and 
most of these at a period when accurate 
methods of determining kidney function 
and retained nitrogen were unknown. 
When we consider this low mortality, how- 
ever, by either type of operation, we must 
believe that these cases were largely among 
the better risks—well-to-do patients for the 
most part, who did not allow the prostatism 
to advance to the ultimate. Probably 
Chute’s recently reported mortality rate of 
10 or 11 per cent is more nearly the correct 
one for patients operated on in general hos- 
pitals supported by taxpayers, to which 
patients so often go only as a last resort. 
These patients often present themselves to 
these hospitals in the late stages, after the 
kidneys, heart and other organs have suf- 
fered the most marked degeneration from 
retention, back-pressure and long existing 
infection. 

Studying the statistics of many oper- 


ators, either published or learned by per- - 


sonal communication, one must arrive at 
the conclusion that perineal prostatectomy 
has a slightly lower mortality rate than 
suprabubic, when each is performed in the 
most skilful manner after the most careful 
preparation. 

From 15 to 35 per cent of prostatic pa- 
tients coming to operation—the percent- 
age in a given series varying with social 
status, financial state and degree of intel- 


ligence—constitutes the class in which we . i 


may expect to harvest our mortality. These 
come with all sorts of lesions and degenera- 
tions in heart, kidneys, arteries, lungs and 
other important organs, and any ill wind 
may carry them off. In fact, if they sur- 
vive prostatectomy, their expectancy of life 
is not more than from one to three years. 
On the other hand, the remaining 65 per 
cent or more are excellent risks and, if 
carefully prepared, have good surgery, and 
are wisely managed postoperatively, should 
recover almost to a man, no matter what 
type of operation is performed. 

Recently we have been segregating our 
cases as follows: 

The good risk we have subjected to 
suprapubic operation, either one-stage with 
bladder neck suture plus hemostatic bag or 
packing, or the two-stage operation if the 
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catheter is not well tolerated or the urine 
is persistently ammoniacal from infection 
with urea-splitting organisms, or ‘stone is 
present. Packing the bladder after the 
manner of Freyer following the two-stage 
operation is occasionally resorted to and is 
entirely dependable to control bleeding. - It 
is productive, however, of much tenesmus. 


With the poor risk, on the other hand, 


we have recently decided, in most cases, to 
operate by the perineal route. With caudal 
and transsacral anesthesia, or even with 
gas, it allows these patients to get about 
very soon, and this is an important factor 
in many of these decrepit old men, who 
develop pulmonary, cardiae and renal em- 
barrassment most readily. 

The ordinary classical suprapubic cys- 
totomy with the bladder incision sutured 
water-tight around a Pezzer catheter, is 


familiar to all. There is frequently the 


necessity, however, to meet ‘special condi- 
tions and indications, and in these the pro- 
cedures have been far from standardized. 
Special methods will, therefore, be described 
and some of the difficulties they surmount 
will be indicated. 

It occasionally becomes necessary to re- 
sort to suprapubic puncture of the bladder 
twice daily for several days, using a very 
small trocar, though sometimes after one 
emptying the patient will be able to void 
or, with relief of congestion, a catheter can 
be passed. Technic: Shave the pubis, paint 
with iodin and novocainize the skin and tis- 
sues with one-half per cent novocain solu- 
tion. With the patient in the recumbent 
position, thrust the trocar downward and 


backward into the bladder (Figure 1), 
closely hugging the pubis. After the blad- 
der is emptied, one must be sure to insert 
the obturator before withdrawing the can- 
nula in order to prevent leakage along the 
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tract. The author has found the most sat- 
isfactory trocar for this purpose to be the 
small one ordinarily coming as a part of 
the Potain set—about two millimeters in 
diameter (Figure 1). This procedure, when 
required, may be kept up twice daily for 
as long as two weeks usually without harm 
or infection. The necessity for repeated 
puncture in this way seldom occurs. 


Another trocar method employed more 
frequently is this A-1 special trocar (Figure 
2) of large calibre with a very short can- 
nula and a handle is used. Formerly such 
large trocars were used for the suprapubic 
introduction of ORDINARY URETHRAL 
CATHETERS into the bladder without an 
adequate exposure. This was abandoned at 
the Mayo Clinic and elsewhere for the rea- 
son that the peritoneal fold in some instanc- 


es was very low and intestinal puncture re- 
sulted. Furthermore, an ordinary catheter 
introduced in this way was difficult to re- 
tain with the eye at the proper depth in the 
bladder. A suprapubic catheter, in order to 
drain well, should have the eye just within 


the bladder, and with an ordinary urethral 
catheter this would entail the eye end fre- 
quently slipping.out. ‘Local infiltration or 
field block is employed to incise the skin, 
fat and rectus aponeurosis. Green’s small 
bladder retractors (Figure 2) are intro- 
duced and the peritoneal fold and bladder 
visualized. The bladder wall is then 
grasped with the two Allis forceps and the 
trocar driven into the bladder. In this way 
there is no possibility of injuring the ileum 
or other viscera. After removing the ob- 
turator a number 20 or 22 Pezzer catheter 
stretched on a uterine sound as shown in 
Figure 2 is pushed through the cannula. 
The catheter is released and the sound 
withdrawn. The cannula is then gently 
withdrawn, leaving the head of the Pezzer 
catheter in the bladder. With this tech- 
nique a very short incision is required and 
few, if any, sutures needed (Figure 3). 
The patient may almost immediately be up 
and about without danger of hernia, infec- 
tion, bleeding or discomfort. There will 
be no leakage around the Pezzer catheter 
introduced through such a round puncture 
hole as described. This is important in pa- 
tients with enormous retentions whom one 
either cannot catheterize or can catheter- 
ize only with difficulty or in whom an in- 
dwelling catheter is intolerable. These pa- 
tients may succumb unless the bladder is 
decompressed very gradually. The proce- 
dure is invaluable to one who follows Lows- 
ley’s method of two-stage prostatectomy, 
namely, preliminary suprapubic drainage 
with a secondary perineal prostatectomy 
later on. It is also ideal in the occasional 
cardiorenal case with prostatism where in- 
termittent catheterization or indwelling 
catheter is difficult or distressing. It is a 
minor procedure with very little shock. The 
operation has, however, certain definite 
drawbacks when done as the first stage of 
a two-stage suprapubic prostatectomy, 
namely; there is a very marked sclerosis — 
around the catheter involving the peritoneal 
fold with a minimum of dilatability, and 
this is often responsible for a nasty tear 
in the peritoneum occurring during the sec- 
ond stage of the prostatectomy. Therefore, 
in the (ordinary) two-stage prostatectomy, 
it is much better to use the clasical cys- 
totomy. 


Insertion of suprapubic drains following 
removal of a Pilcher bag or gauze packing 
a day or two after a one-stage suprapubic 
prostatectomy, requires a special technic 
in order to facilitate the introduction of the 
drain and to prevent the patient’s having a — 
great deal of pain therefrom. Hunt’s meth- 
od of introducing a large urethral catheter 
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by attaching the eye to the silk cord inside 
the urethral tube of the Pilcher bag and 
withdrawing the bag, is effective enough 
so far as concerns the insertion of the cath- 


eter; but more often than not a catheter 
thus inserted fails to drain efficiently for 
the first few days due to plugging. Where 
the Pilcher bag is used with or without an 
overlying gauze pack (Figure 4), the supra- 
pubic drainage tube may be introduced 
through the bladder incision after removal 
of the bag or gauze (Figure 4b). The size 
of the opening in the bladder remaining af- 
ter partial suture is important. If unnec- 


essarily large, closure will be delayed; if 
too small, there will be difficulty in intro- 
ducing a drainage tube of sufficient calibre, 
besides there being left no safety space 
around the tube, in case of clots in the tube 
or in the bladder. Therefore, the incision 
in the bladder wall is sutured (beginning 
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at the lower angle) so as to leave unsutured 
just a fair sized opening in the bladder— 
say one-half inch at the upper angle (Fig- 
ure 4). Then two stay sutures of distinc- 
tive material—heavy black silk—(Figure 
4B) are inserted as loops ‘but not tied 
through the bladder wall, one at the upper 
termination of the chromic gut approxima- 
tion and the other just below the peritoneal 
fold, and both cut long’ enough to appear 
well outside the abdomen. Tie one knot 
in the lower, two in the upper for, subse- 
quent identification. -With these one has 
absolute control of the bladder and can al- 
ways locate the unsutured drainage space 
between them. Finally one can easily in- 
troduce a large Pezzer catheter stretched on 
a uterine sound between two gorgets pre- 
viously inserted into the bladder (Figure 
5). Removal of the sound and gorgets 
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Normally the bladder collapses 


leaves the Pezzer so placed that usually all 
the urine drains through the tube (Figure 
6). With this method there is less leakage, 
less discomfort and less danger of epididy- 
mitis and other infections than with an 
urethral catheter. 

The opinions here stated are based on 
more than 200 prostatectomies that I have 
performed, about 20 per cent of which 
were done perineally. There has been no 
death among the perineal cases since the 
days of phenolsulphonephthalein. In pri- 
vate practice my mortality rate after su- 
prapubic prostatectomy has been 4.3 per 
cent., and this notwithstanding that until 
recently all the bad risks were operated on 
suprapubically in two stages. 
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CONCLUSIONS 

1. Sixty-five per cent. or more of pros- 
tatic patients requiring prostatectomy are 
good risks and have a reasonable expect- 
ancy of life for from four to twenty years. 

2. The operative mortality rate in this 
selected class of cases should not be more 
than 1 per cent. from either type of op- 
eration. 

3. The choice of anesthetic is a great 
factor. -The mortality has shown a consid- 
erable drop with the introduction and use 
of caudal and transsacral or gas anesthesia 
for perineal operations, and caudal and 
transsacral plus field block in suprapubic 
operations or the use of spinal anesthesia. 

4. From 15 to 35 per cent of any given 
series are poor risks, and the mortality rate 
is probably at least twice as great in these 
cases with the suprapubic route as it is 
perineally. These patients have a reason- 
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able expectancy of not more than from one 
to three years at best, but should be satis- 
fied to take the chance of an occasional bad 
functional result. 


5. On the other hand, the younger and 
sounder man with a reasonable expectancy 
of a considerable number of years to live 
and vitality sufficient to withstand a more 
radical and precise suprapubic enucleation, 
with sure preservation of sphincter con- 
trol, no diminution of sexual power and no 
risk of having a urethrorectal fistula, I be- 
lieve should have the suprapubic operation 
in all cases. Bad results after suprapubic 
operations should not occur; but if they do 
occur, they are easily corrected. Most bad 
results after perineal operations are ir- 
remediable. 
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THE PATHOLOGY OF ANURIA* 


CHARLES S. VIvIAN, M. D. 
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PHOENIX, ARIZONA _ 


Anuria is of three types, prerenal, renai 
and postrenal. That is to say, the primary 
cause lies in the blood stream, in the kid- 
ney itself, or in the urinary channel. Hav- 
ing been once initiated in the first or third, 
damage to the second (i. e., the kidney), 

quickly results. It is, as a matter of fact, 
difficult to separate _anuria into one of 
these classes and to say that the trouble is 
located solely there. At first it might seem 


-that if the kidney itself were the offending 


member, here alone will be the trouble. 
Consideration of the resulting vicious cir- 
cle initiated at this point, however, shows 
that as soon as the kidney holds back some 
of the constituents which it should remove, 
the blood is changed and the disease is no 
longer purely renal. 

Physiology :—A brief consideration of the 
physiology of the output of urine is neces- 
sary before the extreme perversion of this 
function into anuria may be understood. It 
is now generally conceded that the process 
is one of combined secretion and filtration. 
John Roberts Caulk has said that “true 
secretion on the part of the renal epithe- 
lium has been settled in the affirmative 
beyond a doubt.” Briefly, this is proven 
by the fact that the individual constituents 
of the blood are changed before they reach 
the urine. Further, it is believed that this 
change takes place by the vital activity of 
the renal cells situated in the convoluted 


tubules and the ascending tubules of - 
Henle’s loops. Richards and Schmidt, and 
later Richards alone, have shown by direct 
observation of the glomerular circulation in 
the frog’s kidney, that all parts of that 
structure do not function simultaneously. 
That is to say, there is an intermittence 
of urinary function which bears no rela- 
tionship to the rhythm of the heart’s ac- 
tion or to any other activity outside the 
kidney except, of course, to that highly 
mysterious one we call life. They have 
shown experimentally that cessation of 
activity in a part of the kidney is brought 
about by a condition of anoxemia. An- 
oxemia in turn is dependent upon vasocon- 
strictor impulses to the arterioles of the 
kidney and is relieved by the consequent 
vasodilatation which follows constriction, 
provided the primary stimulus is not lethal. 

Colloidal chemistry furnishes further ap- 
preciation of renal activity when it is un- 
derstood that some of the constituents of 
the blood and urine exist as colloids and 
that the exchange between the two is car- 
ried on through an animal membrane. 
Therefore, it is reasonable to suppose that 
at least some of the laws of colloidal chem- 
istry are applicable to kidney function, 
more particularly that of pressure. 

Now aside from the function resident in 
the kidney cells themselves which we have 
chosen to call vital, the whole mechanism 
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depends upon the differential pressure upon 
_ either side of this animal membrane. The 
pressure of the blood stream being, of 
course, the normal pulse pressure of from 
20 to 40 m. m. Hg., raised in the glomeruli 
to 90 m. m. Hg., and, on the other side, 
the pressure existing in the pelvis of the 
kidney. 

From this brief consideration of kidney 
physiology it may be deduced, first, that 
the production of urine is materially in- 
fluenced by the rate of circulation, by the 
pressure of circulation, molecular concen- 
tration, volume and viscosity of the blood 
in the kidneys; second, by the fact that 
for perfect function the urinary channels 
throughout their course must be free and 
unobstructed. 

Prerenal Anuria:—When there is a dis- 
turbance of the first of these, i. e. in the 
blood stream, the resulting anuria is termed 
prerenal. One of the causes then for this 
condition is found in fall of blood pressure 
resulting from any source. One naturally 
thinks first of weakness of the myocardium 
as a cause for this fall. The condition of 
the circulation and more particularly of the 
myocardium is of utmost importance in all 
- urological surgery. This is especially true 
in old prostatics. The proof of the pudding 
is in the eating thereof. We are having 
fewer prostatic deaths following operation 
since we have learned to support the heart 
ahead of time. 

Another type of prerenal anuria which 
is less understood is the anuria of reflex 
nervous origin, which results some times 
following abdominal operations where the 
urinary system is not invaded. Prerenal 
anuria originating in the posterior lobe of 
the pituitary body is a possibility and has 
been produced experimentally in animals by 
administration of this extract. While rath- 
er remote, it is a possibility and is worth 
remembering by those of us who are in the 
habit of using pituitary extract in therapy. 
The same may be said of opium. 

Other experimental studies seem at least 
to point to the presence in the mucosa of 
the duodenum of a substance which pro- 
motes kidney activity. This supposition ex- 
plains the fact that water given by vein 
does not promote diuresis as readily as it 
does when given by mouth and gives us a 
good reason for using the duodenal tube 
for introduction of water postoperative. 

Renal Anuria:—It is out of place before 
this gathering for me to enumerate the in- 
sults which may be delivered to the kidney 
itself and the consequent results. An in- 
teresting speculation, however, here pre- 
sents itself. In the light of the observa- 
tions of Richards and Schmidt on glomeru- 
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lar activity is it not possible that fixation 
of gravity of the urine seen early in nephri- 
tis may be due to the fact that some of the 
glomeruli have permanently ceased to op- 
erate? 

Postrenal Anuria:—Increased pressure in 
the urinary hannel, particularly in the 
ureter is synonymous with postrenal anuria. 
This increase of pressure may result from 
sudden blocking of both ureters or from the 
complete obstruction of one ureter where 
the other kidney is not functioning as a re- 
sult of removal or congenital absence. If 
the ureter on one side is blocked and the 
other kidney is diseased so that it cannot 
carry on when required to bear the extra 
burden thus laid upon it, it has the same 
effect as removal. Infantile kidney and 
congenital hydronephrosis are less common 
contributary causes of anuria when the ex- 
citing cause of blocking of one ureter is 
present. Postrenal anuria resulting from 
the so-called reno-renal reflex, occurs also 
when one ureter is blocked by stone. It is 
thought, however, that this condition is not 
as common as was once believed and that 
cases in which it seemingly occurs, fall into 
one of the other classifications, i. e., some 
damage of the kidney called upon to do 
the work of two. Conclusive proof offered 
for the theory of reno-renal reflex are the 
three classical cases reported by Rovsing, 
in each of which anuria followed nephrec- 
tomy where a clamp was left on the ped- 
icle. In each of these, the other kidney 
resumed function after an anuria of two or 
three days as soon as the clamp was re- 
moved from the nephrectomy wound. 

Stone blocking the ureter, which is the 
commonest cause of postrenal anuria, re- 
sults promptly in an accumulation of urine 
above the point at which the ureter is 
blocked. Having in mind the law of pres- 
sure regulating osmosis of colloids, it will 
seem that this pressure when it reaches a 
point 40 m. m. of Hg. below the pressure 
of the blood in the glomeruli prevents fur- 
ther passage through the animal membrane. 
The result then is that no more plasma col- 
loids reach the urine. Their retention is 
responsible for the clinical picture. Never- 
theless, water is still added to the stagnant 
stream and the pressure against the kid- 
ney parenchyma is increased. The picture 
now becomes one of renal anuria as well. 
The pressure upon the kidney has the same 
effect upon the arterioles as the vasocon- 
strictor impulses previously described, with 
the difference that this pressure, unless re- 
lieved, bocemes lethal and permanent dam- 
age is done the kidney. One of the dan- 
gers which must be borne in mind by one 
who is doing ureteral catheterization and 


: 
4 
i 


AUGUST, 1925 


pyelography is that of anuria following 
these operations. This condition is tempo- 
rary, however, and should not occur in 
those cases where the patient is adéquate- 
ly prepared. Pilateral pyelography obvious- 


ly is more dangerous than unilateral. Ob- 


struction of the ureter by new growth of 
the bladder or surrounding tissue, may pro- 
duce anuria as may naturally ligation of 
one or both ureters in the course of pelvic 
surgery. In all obstructed cases, the modus 
operandi is the same. Brief consideration 
of the pathology of prostatic obstruction il- 
lustrates the vicious circle of anuria beau- 
tifully. Accumulated urine in the bladder 
produces back pressuré upon the kidney 
pelvis. Blood pressure is raised in order 
to keep up the differential pressure of fil- 
tration. The myocardium suffers, becomes 
tired, grows flabby, blood pressure falls. 
retention of nitrogenous products in the 
blood stream results and further poisons 
the heart, the kidneys are damaged and 
the chain of noxious results is complete. 


SUMMARY AND CONCLUSIONS 


In conclusion then, anuria is of three 
types, of which the prerenal and postrenal 
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varieties are soon complicated by renal 
darage. 


Hypotension is the important fac- 
tor in the production of the prerenal variety 
and as a corollary to this statement, it may 
be said that frequent blood pressure read- 
ings are an essential of pre-operation prep- 
aration. 

Water, the universal solvent, is essential, ~ 
but should not be crowded to the point 
where it embarasses the circulation. Be- 
cause of the factor of safety in the kidney 
which allows part of it to suspend while 
the remainder is at work, early pathology 
is difficult of recognition and should be 
looked for more diligently. 

Reno-renal reflex, while it does occur, is 
rare and the kidney supposedly affected 
thereby is usually a damaged one. 

Back pressure in the ureter from what- 
ever cause produces anuria by interference 
with colloidal osmosis and by destruction 
of renal tissue. 

Bilateral catheterization and pyelography 
should not be done indiscriminately. 

Prostatic obstruction typifies all three 
types of anuria. 


SOME PHASES OF UROLOGICAL DIAGNOSIS 


W. G. ScHuLtz, M. D., Thomas-Davis Clinic, 
TUCSON, ARIZONA 


When I was placed on your program my 
intentions were to present something of a 
scientific nature, but having just recently 
had a series of cases in which the problems 
of urological diagonsis had previously been 
neglected with most regrettable results. I 
wish to present the following brief dis- 
cussion of the general management in these 
cases as it is being practiced. n 


Urology had its inception in the early 
days of medical knowledge and perhaps was 
one of the first branches of medicine to be- 
gin to throw off the cloak of mystery which 
has always so impeded scientific progress. 
Calculus was recognized as a clinical entity 
and there were specially trained operators 
who cut for stone long before the medical 
profession knew anything whatsoever about 
the appendix, the Fallopian tubes, tonsils, 
etc., which offer such a fertile field for 
modern surgery. 


An English surgeon, John Hunter (1700- 
1768), was one of the first to stand out 
prominently in urology. It is very evident 
that his private practice was largely genito- 
urinary in character. His students, who 
afterwards became famous and caused Eng- 


lish surgery to eclipse the rest of the world, 
were particularly interested in  genito- 
urinary surgery. 

Blind allegiance to the teachings of 
Galen, which so shackled the spirit of 
progress for ten centuries, was slowly re- 
placed by experimentation and observation 
and as we approach the dawn of modern 
medicine we find many instead of a few 
diligent searchers after the truth, the older 
ideas and theories, often mystic and absurd, 
being disproven. Yet it is surprising with 
all this change in the trend of thought of 
our present day profession, how tenacious- 
ly we adhere to the teachings of our kind 
and well meaning professors and blind our- 
selves to the possibilities offered by medi- 
cal research, which is daily opening up new 
avenues to the mysteries that develop, and 
if allowed to go unchecked, thrives within 
the human organism to an extent that life 
may be blotted out. 

Sad to say, however, although great 
strides have been made in the way of solu- 
tion, we of the present day are to a great 
extent still traveling in the dark and some 
of us willfully so, as is so clearly shown by 
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the case reports to follow. But not always 
is the medical man at fault. We always 
should do and generally do the best we can, 
and it has. been said that in at least sixty 
percent, and probably more of the medical 
failures the cause lies not in the physician 
but in the patient. Such a condition is 
easily understood, but I believe the above 
percentage is entirely too high, speaking 
from a urological standpoint, if we except 
venereal diseases in which cases the per- 
centage of failures are largely due to the 
patient. 


Gonorrhea I believe to be the most ne- 
glected of all diseases the medical profes- 
sion is called upon to treat and not only is 
it the most superficially treated but these 
patients are very poorly advised. I sincere- 
ly hope that I can impress upon you the 
importance of microscopical examination of 
smears taken from every case which pre- 
sents himself with a urethral discharge. 
Nonspecific urethritis I find to be of fre- 
quent occurrence and may so resemble gon- 
orrhea as to be impossible of correct diag- 
nosis without the above mentioned pro- 
cedure. 


Inflammations and abnormalities of the 
verumontanum may be responsible for all 
the various disturbances of the sexual func- 
tions known to mankind, and this body 
should always be investigated in these 
cases. Verumontanitis, with or without 


‘urethral polypi in the male, and urethral 


polypi in the female, may account for the 
most marked disturbances of the nervous 
and mental function. These patients may 
become such neurotics as to be wholly un- 
fit to carry on their business and yet their 
symptoms referable to the urinary tract 
be very slight with negative urinary find- 
ings. Burning. frequency and slight tenes- 
mus may be the only symptoms referable 
to the urinary tract and with negative 
urinary findings the true underlying cause 
of the nervous phenomena may go undiag- 
nosed or as is usually the case improperly 
diagnosed. 


Pyelitis is perhaps the most frequent of 
all urological conditions, may exist from 
early infancy, has a strong tendency to lie 
dormant with an occasional acute exacerba- 
tion and oftimes is a forerunner of and pre- 
disposes to ureteral stricture, calculus 
formation and_ recurrence, malignancy, 
pyonephrosis and all the destructive pro- 
cesses which contribute to our urological 
norbidity. All these cases are entitled to 
a thorough urological investigation to prove 
the efficacy of the various medical meas- 
ures used in their treatment whether these 
may have been cystitis pills, lithiated sor- 
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ghum compound, alkalinization urotropin, 
hexylresorcinol or any other preparation 
the medica] profession may find it seem- 
ingly wise to administer. And after all 
these may have been given, we should re- 
member that urinary antiseptics, with a 
possible exception of hexylresorcinol, which 
is yet young, have been lauded alike legiti- 
mately and fraudulently filled with promise 
by the facile pen of advertising writers, 
have been stripped of much of their vaunt- 
ed glory by the test of critical investigat- 
ors. We _ should let it be a wholesome 
lesson to those of us in whom great ex- 
pectations are so easily awakened; after 
all there is still a surprisingly large 
percentage who will derive their only per- 
manent and lasting benefit from renal lav- 
age. 


I want here to say just a word about cys- 
titis. During the past three years I have 
not had a single case of true cystitis un- 
complicated, and I believe that about 95 
percent of the generally diagnosed cystitis 
cases are in reality pyelitis with a sec- 
ondary cystitis superimposed. 

The following series of cases are present- 
ed as evidence of the importance of some of 
the above mentioned admonitions. Please 
bear in mind that these cases are not being 
fully reported but only previous findings, 
advice and treatment, as well as actual 
urological findings will be presented. 


Case 1. A young man who noticed a morning 
drop grayish in color about nine months ago, at 
which time he presented himself to a physician 
in Texas who diagnosed his case as being one of 
gonorrheal urethritis without having made the 
necessary smear, etc. He was placed on treat- 
ment without obtaining results, and he noticed a 
gradual loss of sexual power. He seldom had an 
erection and when he attempted intercourse, ejacu- 
lation was premature, wtih only a partial erec- 
tion and sexual relations at home were unsatis- 
factory. On presenting himself to me for treat- 
ment a smear showed only non-specific organisms 
present. Endoscopic examination showed an in- 
flamed verumontanum with granulations around 
the utricle and a polyp developing om the apex. 
Removal of this followed by two topical applica- 
tions to the verumontanum completely restored his 
sexual powers, so that he now enjoys perfect re- 
lations as often as he desires, and we now find 
his verumontanum to be normal, In this case the 
wife had a severe leucorrhoea, from which he 
had probably contracted his nonspecific urethritis 
and his previous advice could have resulted in 
some very unhappy home relations as well as di- 
vorce. 

Case 2. A young man reported to his physician 
four years ago, presenting himself for diagnosis 
and treatment because of a urethral discharge 
which had developed a short time following mar- 
riage. His physician did not make a smear but 
told him that he had gonorrhea, and the patient 
immediately started treatment as well as divorce 
proceedings. The urthritis presented only very 
mild symptoms, but improvement was not very 
satisfactory. After a short time on treatment 
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while firing an engine for the Southern Pacific, 
he suddenly developed an acute attack of pain in 
his left testicle and penis. He was taken to the 
hospital and treated for about one week. _ He did 
not develop an epididymitis or other complica- 
tions, and being relieved of his pain left the hos- 
pital at the end of that time. From then until a 
few months ago, when he reported to me, he had 
an occasional pain in the left side and back, never 
severe enough to confine him to bed, and a per- 
sistent though mild urethritis. Presuming his 
slight discharge to be due to gonorrhea, and 
wishing to get it cured since he was again con- 
templating matrimony, he reported to me for 
treatment. A smear showed pus, moderate amount, 
and numerous nonspecific organisms. The urine 
contained a large amount of pus and cystoscopy 
was done which disclosed an edematous bulging 
left ureteral orifice, spouting pus, and surrounded 
with an area of inflammation. A catheter passed 
into this orifice about three centimeters where it 
met an impassable obstruction. X-ray showed the 
obstructing calculus situated in very close prox- 
imity to the bladder, and the extensive damage 
that has been done by the calculus. It is of course 
only a matter of conjecture as to what might have 
been the end result in this case had a urethral 
smear been made four years ago when his trou- 
ble first began. 


Case 3. A woman, age fifty-six, who consulted 
her physician three years ago, at whith time a 
diagnosis of inflammation of the bladder neck was 
made and she was treated by means of irriga- 
tions which she used at home. Her chief com- 
plaint was frequency and a feeling of weakness 
in the bladder region. There was a large amount 
of pus and bacteria in the urine and cystoscopy 
showed a markedly inflamed nodular right ureteral 
orifice. X-ray disclosed a calculus in the right 
kidney pelvis and a decided hydro-pyonephrosis 
on the same side, as well as a double pelvis in the 
left kidney. 
properly diagnosed three years ago is again a 
matter of conjecture. 

Case 4. A nurse who has had three operations 
for pain in the right abdomen. At the first her 
appendix was removed, at the second some fibroids 
from the uterus, and at the third her fallopian 
tubes. X-ray in her case with pyelograms tell 
the story. There was a very small left kidney or 
which I regret that I do not have a pyelogram, but 
the intravenous phenol-sulphon-phthalein appear- 
ance time here was two and one-half minutes 
with only eight percent output in thirty minutes. 
On the right we found a very much enlarged hydro- 
nephrotic kidney displaced almost into the pelvis 
and a double renal pelvis one anterior to the 
other; intravenous phenol-sulphon-phthalein appear- 
ance time three and one-half minutes with forty 
percent output in thirty minutes. 

Case 5. Referred by Dr. Harper of Globe, 
showed a small left kidney with a congenitally 
malformed renal pelvis, giving an intravenous 
phenol-sulphon-phthalein appearance time of four 
minutes, with only a trace present in thirty min- 
utes. 

Case 6. A woman, age thirty-six, whose chief 
complaint was incontinence of urine, tenesmus and 
hematuria. Duration six years. Previously treat 
ed by three physicians in Oklahoma, three in 
Missouri and one in Kansas City. One of the doc- 
tors in Missouri scraped her bladder out in her 
own home. Of importance in her history is that 
eight years ago she contracted syphilis from her 
husband and was given three, doses of neosalvar- 
san at the time. Four months later she gave 
birth to a stillborn child at full term. I was 
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compelled to do cystoscopy under spinal anes- 
thesia because the patient during the past six 
years of suffering has become a drug addict and 
cannot cooperate well. I found a small contract- 
ed bladder, an ulcer in the fundus from which 
bleeding was so profuse that cystoscopy had to 
be abandoned. Her blood Wassermann was four 
plus and she has been sent to the referring doc- 
tor (Adams of Globe) for the proper treatment. 


Case 7. A nurse, age forty-five, who was told 
that she had pulmonary tuberculosis in 1914, and 
came to Tucson in 1917 for same, never having 
been compelled to quit work and having felt fine 
until January 23rd, 1925, when she was awakened 
at four a. m. by a severe attack of pain in her left 
upper abdominal quadrant, associated with fre- 
quency, burning and pain in the bladder. Nausea 
and Vomiting, fever 105%, duration seven days, 
diagnosed by her attending physician as 
calculus. Two weeks later was told that she had 
endocarditis by another physician. The above at- 
tack was duplicated March 17th, at which time 
I first saw her. She had a fever of 105.6, nega- 
tive urinary fnidings, chills, nausea and vomiting, 
etc. The duration of the attack was ten days 
and cystoscopy was done March 3ist, showing a 
normal bladder, cultures from each renal pelvis 
negative. X-ray showed normal kidney outline 
and pelvis on each side, but decided downward 
displacement of the right kidney, presumably by 
the enlarged lobe of the liver which comes down 
into the bony pelvis, and of the left kidney by 
the enlarged spleen. Ureterograms showed a sharp 
curve in the upper left but no definite kink. For 
the past nine months she has noticed a bronzing 
of the skin and enlargement of the abdomen. A 
diagnosis of Banti’s disease was made in her case. 


Case 8. Had an attack of acute pain in her 
right abdomen two years ago, at which time her 
physician made a diagnosis of appendicitis and 
advised an operation, which was refused. Her 
second attack, June, 1924, at which time a diag- 
nosis of appendicitis was again made and opera- 
tion refused. Her third attack in December, 1924, 
was diagnosed appendicitis and was changed to 
renal calculus a short time after at Topeka, Kan- 
sas, following x-ray. Operation was advised but 
she was induced to come to St. Mary’s Hospital, 
Tucson, by her sister who is a Nun there, and she 
entered March of this year. The first x-ray showed 
the relative size and position of the stone. Numer- 
ous attempts to pass by the stone with catheters 
and dilators failed. A Bransford Lewis dilator 
was passed up to the stone and the ureter below 
it dilated thoroughly. When the dilator was 
pressed against the stone it seemed to give a 
quick jerk like it might have slipped up, but on 
further pressure could not be made to go further 
up the ureter. X-ray showed the dilator appar- 
ently grasping the stone and same pulled down 
somewhat. The next showed it pulled down to the 
ureteral orifice, where a great deal of pull was 
required to dilate the orifice sufficiently to per- 
mit the dilator and stone to come through. The 
next showed the stone as it was grasped in the 
dilator and showed that it could not have been 
more perfectly placed, demonstrating the degree 
of luck to which we sometimes fall heir. 

Case 9. The case of this series is one which 
I would have you follow closely, since he has 
sought medical advice in many of our medical 
centers and in the light of our present day knowl- 
edge, his case turns the finger of reproach so forc- 
ibly toward us that we cannot help but feel the 
shame that must rest upon us who have accepted 
the common protection afforded us by the Hippo- 
cratic oath and who have been so taught to re- 
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spect and practice its implied moral obligation. A 
young man, age thirty-three, married, one child. 
First seen by me October 21, 1924, because fol- 
lowing a severe attack of hematuria clotting in 
the bladder had produced a complete retention. 
Past history: Six years ago (then aged twenty- 
seven) he had pain in his left lower chest for two 
day, followed five days later by a severe pain in 
his left kidney region which required morphine for 
relief. 

Hematuria moderate amount and duration of 
the attack two days. Diagnosed renal calculus by 
a physician in New York City. He then had a 
five-month interval free of symptoms, at the end 
of which time the above attack was duplicated 
with pain less severe. Since then he has had 
two attacks yearly the same as above except pain 
progressively less severe and hematuria progres- 
sively more marked. He had a physician with him 
with most of the attacks. In June, 1924, five and 
one-half years after the first attack, he consulted 
a physician in New York City during one of them 
and was given urotropin and kalax water. In July 
he consulted another physician in New York City 
and was given morphine. In August he consulted 
a physician in Harrisburg, Pennsylvania, who when 
he was given the symptom complex, stated that 
he would rather examine his lungs than his kid- 
neys and accordingly did a sputum examination 
with negative findings. That same month he con- 
sulted two physicians in Philadelphia who x-rayed 
and examined his chest, told him he had pulmonary 
tuberculosis with sympathetic involvement of his 
left kidney. They advised him to come west and 
take life easy, adding that when the lungs cleared 
up the kidney would do likewise. They then ad- 
vised him very emphatically aginst having cys- 
toscopy or any other form of genito-urinary treat- 
ment, and especially against surgical intervention. 
A doctor in Chicago associated with the company 
by whom he was employed looked his x-rays over 
the week following and agreed with the above 
advice. Accordingly to Tucson he and his family 
came. 

Cystoscopy October 22nd, 1924, cultures from 
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each kidney subsequently were negative, intrave- 
nous phenol-sulphon-phthalein right kidney ap- 
peared in three minutes and gave sixty-five percent 
in one hour. From the left it appeared in five 
minutes and gave only a trace in one hour. Pyelo- 
gram on the right side showed a normal kidney 
outline and pelvis. X-ray with compression on the 
left side showed a greatly enlarged kidney outline 
with a small nodule at the lower pole and when 
injected showed the typical elongated finger like 
obliterated calyces. 

At operation a greatly enlarged hypernephroma- 
tous kidney was removed which on section showed 
the very small amount of normal kidney tissue 
that remains as well as the nodule which was 
pushing out at the lower pole in the previous pic- 
ture. He did have some pulmonary tuberculosis, 
and five months later showed what is apparently 
a destructive lesion of the bony pelvis involving the 
ischium with apparent complete destruction of 
same including the spine. There is a moth-eaten 
appearance in the head of the femur. Since this 
is a destructive rater than a proliferative lesion, 
it was interpreted as that of a tuberculous process 
from an x-ray standpoint. 

It is with apologies that I offer this very 
poorly prepared and mostly at random 
paper. I presumed to indulge your time 
and attention because of no outstanding 
features of urological diagnosis here pre- 
sented and without intent or attempt to 
impress you with evident or implied posses- 
sion of more than ordinary skill in this 
particular. These cases, as you can readily 
see. presented no unusually difficult prob- 
lems, but were easy of solution as most 
neglected cases are. If this brief and in- 
complete review of these cases suggests a 
careful consideration of the genito-urinary 
tract in all similar ones, I will feel that it 
has well served its purpose. 


NEPHRITIS 


S. C. Davis, M. D., Thomas-Davis Clinic 
TUCSON, ARIZONA 


The following disjointed remarks are 
mostly a review of curent literature. When 
we consider the mechanism and function of 
the kidney and realize that the structural 
unit of urine formation consists of glom- 
erulus and tubule and the human kidney 
contains in the neighborhood of two mil- 
lion such units, we then realize that we 
have a marvelous and delicately construct- 
ed organ. It eliminates the larger amount 
of waste products of the body and consid- 
ering the abuse we give our bodies, it is no 
wonder that we have diseases of the kid- 
ney. 

We are not dealing with the subject of 
nephritis because of any new ideas especial- 
ly, but because it is a disease so prevalent 
and the tendency to chronicity needs re- 


viewing that we may give proper attention 
to management. 


There are two main classifications: acute 
and chronic; two points are stressed by 
Monro in writing of the clinical varieties 
of nephritis. One is that a great many 
cases which come under observation under 
the guise of acute, or at least subacute, ne- 
phritis, turn out to be exacerbations of an 
underlying chronic disease. The other is 
that of those patients who appear to recov- 
er, a certain proportion will come under no- 
tice later on, in the terminal stage of 
ehronic nephritis. They may have more 
than one acute attack before they reach 
this stage, and during several or many in- 
tervenirfg years they may have regarded 
themselves as perfectly healthy persons, 
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Moschcowitz suggests a clinical pathological 
classification of nephritis. This classifica- 
tion does not, however, seem to be of any 
particular value in clearing up the confu- 
sion which exists in the minds of clinicians 
and pathologists in regard to the classifica- 
tion of kidney disease. Mosenthal says: 
“Three very different factors may be re- 
garded as shaping the disease we are 
pleased to call nephritis. These are: (1) 
Degenerative changes affecting principally 
the tubules of the kidney which have been 
termed the nephroses; (2) inflammatory 
changes involving a part or all of the renal 
structure; (3) renal insufficiency which 
develops in its pure form in the uncompli- 
cated arteriosclerotic kidney. 

In considering these three factors it be- 
comes very evident that the kidney is only 
a cog in the wheel of the clinical picture of 
this malady. The outstanding feature of 
the whole situation is that renal insuffi- 
ciency and its sequellae form a clinical 
symptom complex, of which the effects and 
signs may be judged with some degree of 
precision, while the role played by degen- 
erative and inflammatory changes remains 
an enigma. This is due, in large part, to 
the fact that the former is a condition 
whose cause is localized in the kidney, while 
degeneration and inflammation can not be 
regarded as purely renal affections, but 
must be looked upon as constitutional states 
in which every tissue in the body is in- 
volved. 

When speaking of acute toxic nephritis 
we have in mind a condition caused by the 
elimination of toxins through the kidney 
and not the invasion of the organisms 
themselves. The causative agent, however, 
may also reach the kidney and produce 
lesions. Chemical agents such as mercury, 
turpentine, arsenic, also poisons some- 
times formed during pregnancy, may pro- 
duce acute lesions in the kidney. 

We are all familiar with the common 
sequellae of nephritis, accompanying some 
acute disease as diphtheria, scarlet fever, 
acute tonsillitis, etc. There has been a feel- 
ing among certain workers that bacteria 
have an affinity for certain organs. 

Bumpus and Meisser have recovered 
streptococcus viridans from the teeth and 
tonsils of certain patients with nephritis 
and found that these organisms upon injec- 
tion into rabbits produced lesions in the 
rabbits’ kidneys. They considered that the 
infections in the kidney in man may come 
from foci of infection elsewhere in the body 
with organisms which have a special affin- 
ity for the urinary tract. 

Chronic nephritis may follow an acute 
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nephritis or any disease, acute or chronic, 
that the human body is heir to, but usually 
is caused by some low grade infection or 
toxemia. Epstein, as a result of four years 
of clinical experience, is more convinced 
than ever that nephritis is a metabolic dis- 
ease characterized by definite changes in 
the protein and lipoid content of the blood 
serum, and that edema during renal dis- 
ease is extrarenal in origin and due to the 
lowered osmotic pressures of the blood, re- 
sulting from the reduced amount of col- 
loid. It is interesting to note that there 
is now a growing impression that tubular 
nephritis associated with generalized edema 
is not nephritis at all; that kidney impair- 
ment in these cases is merely part of a gen- 
eral intoxication or a metabolic disturb- 
ance. It is perfectly easy to believe this 
if we believe the theory as to the edema 
and if this be true, how many times has 
the patient been made to suffer by treat- 
ment directed at nephritis when we should 
have been assisting in eliminating the caus- 
ative agents. 

The intradermal salt solution test has 
proved a valuable guide in the edema cases, 
according to a very interesting article by 
Aldrich & McCling, page 1425 ,A. M. A,, 
1924, The absorption time of the saline 
solution is much slower than in normal 
cases, the lower limit in normal children 
over one year of age being 60 minutes. 

Technic of test: “Two-tenths cc. of an 0.8 per 
cent aqueous solution of sodium chlorid is inject- 
ed imntracutaneously under aseptic precautions. 
Duplieate injections are made about 2 cm. apart 
either in the forearm or in the leg, or in both. In 
the forearm the flexor surface is used, and in the 
leg either the inner surface of the calf or the lat- 
eral side of the anterior surface of the leg. The 
needle is inserted sufficiently superficially so that 
the lumen is visible through the skin. The end 
point of the disappearance time of the elevation 
is determined by very light palpation unassisted 
by inspection, since color changes seen about 
the point of injection may cause confusion.” 

Conclusions of this article are; (1) This 
test is a valuable method of determining 
the immediate prognosis in such cases and 
shows changes earlier than are shown by 
any other means with which we are famil- 
iar; (2) it is an aid in directing the thera- 
peutic management of these cases; (3) 
these results seem to substantiate the the- 
ories that the tissues in this type of case 
are active in the development of edema. We 
wish to emphasize that this is not a renal 
function test, although increase and de- 
crease in urinary output tend to follow sim- 
ilar changes in the disappearance time. 

The question as to whether nephritis is 
preceded or followed by hypertension is 
very well answered under current comment 
as follows: 
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“Since the days of Richard Bright, the relation 
between renal disease and arterial blood pressure 
has been a subject of discussion. There are 
numerous indications that structural changes in 
the kidneys cannot be regarded as the sole, cause 
of arterial hypertension. The latter condition of- 
ten exists without any demonstrable anatomic 
renal defects; and, conversely, kidney impairment 
is not invariably attended with augmentation of 
the blood pressure. Sometimes, however, it is ar- 


gued that examination of the urine or even his . 


tologic observation of the kidneys at necropsy may 
not always reveal a renal defect; and thus the 
discussion continues from one decade to another. 
One might expect that if the gradual rise of blood 
pressure frequently noted in the course of chronic 
glomerulo-nephritis were due to _ progressive 
atrophy of renal tissue, as has been asserted, ex- 
perimental reduction of the kidney mass to the 
point of actual insufficiency for the usual excre- 
tory functions would bring about hypertension. 
Attempts to demonstrate such an. outcome in ani- 
mals have failed in the hands of Anderson at the 
University of Minnesota. Removal or destruc- 
tion of as much as 70 per cent of the kidney tis- 
sue of rabbits did not produce hypertension, even 
when prolonged renal insufficiency resulted. By 
inference, then, Anderson concludes, the atrophy 
of renal tissue in chronic glomerulonephritis is not 
the cause of the accompanying hypertension. 


Although it is pretty well established 
that hypertension exists without chronic 
nephritis, there are still some teachers of 
medicine who consider that a chronic ne- 
phritis is always present in these cases. 
Kylin reports that hypertension may occur 
quite independent of chronic nephritis and 
considers that the cause of these cases of 
hypertension has not as yet been deter- 
mined. 


As we can have hypertension without ne- 
phritis, and as only that form of nephritis 
is accompanied by hypertension that is 
caused by a toxemia or infection, might we 
not conclude that it is due in all instances 
to a toxemia? 


Regarding the treatment of acute and 
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chronic nephritis. In acute cases where 
we have a suppression of urine; the injec- 
tion of adrenalin into the pelvis of the kid- 
neys will oftentimes be followed by a gen- 
erous output of urine and may change 
what appears to be a moribund case to con- 
valescence. Bleeding is an important meth- 
od for rapidly removing toxins accumulated 
through renal insufficiency. 

The use of calcium chloride by mouth or . 
intravenously for cases with a great deal 
of edema is advocated. Uremic coma is 
caused by acid intoxication and may be re- 
lieved by sodium bicarbonate. The salt 
free diet need not be mentioned here as it 
has possibly been overestimated, but judg- 
ment should be used and in far advanced 
eases sodium chloride should. be restricted. 

Dr. Sansum of Santa Barbara has writ- 
ten a number ol: articles on diet in ne- 
phritis and calls attention to the fact that 
acidity of the body to the faintest degree 
is incompatible with life, and yet we con- 
sume what foods we please and the body 
preserves its slight alkaline balance by ex- 
creting the excess of the acid ash by means 
of the kidneys. Many cases of potential 
hypertension-nephritis cases should con- 
sume a minimum amount of the acid pro- 
ducing foods, viz; eggs, haddock and pie, 
beef, chicken, pork, rabbit, oysters, and 
oatmeal, and taking amount desired of the 
neutral foods, viz; butter, corn starch, 
cream, lard, sugar; also of the alkali-pro- 
ducing foods such as vegetables, nuts, 
fruits and sweet milk. 

Conclusions: Realizing the delicate struc- 
ture of the kidney and the many cases of 
nephritis in elderly people let us then guide 
our people in their manner of living and 
help avoid the results from dissipation ere 
it is too late. 


INTRA-OCULAR HEMORRHAGE 


DELAMERE F. Harsrince, M. D. 


PHOENIX, 


In discussing the subject of intra-ocular 
hemorrhage, it is not the purpose of the 
essayist to go into all the details, but mere- 
ly to familiarize his hearers with the more 
important phases of the question. The 
outstanding symptom of this condition is 
the sudden onset of impaired vision, usual- 
ly without marked pain or inflammatory 
reaction. The subject immediately divides 
itself into two broad classes. First, that 
class of patients with frank evidence of 
sclerotic vessels, usually in those of more 
advanced age. Second, hemorrhage occur- 
ring at an earlier period of life, from youth 
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to middle age, in which there may or may 
not be frank evidence of diseased blovd ves- 
sels. 


The first class with which we aic all 
quite familiar, a condition wiicn really is 
dominated by the corroding influence of 
time and is a part of a general statc of 
aiteriosclerosis, may be illustratcd by one 
case report. A male, aged 70 years, sui- 
tered sudden loss of sight followed Ly glau- 
comatous symptoms. No view of the fundus 
was possible. Pipe stem arteries, weak 
heart sounds, urine low in specific gravity, 
with trace of albumin. Treatment being of 
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no avail the globe was enucleated on ac- 
count of the pain. Sections of the eye 
showed frank evidence of arteriosclerosis. 
The friends of the patient were warned that 
the eye merely reflected a general condition 
which would likely terminate fatally. He 
. died six months later from cerebral hemor- 
rhage. 


The second class, the condition we are 
chiefly concerned with, is that which is ob- 
served in young and middle-aged persons. 
The chief symptom is sudden loss of sight 
without pain or redness of the eye. Upon 
attempting to examine the fundus our view 
is completely, or at least materially ob- 
scured. In the more severe cases, in the 
course of from two to six weeks, the 
vitreous clears sufficiently to admit of a 
more or less accurate observation. This 
clearing and restitution of sight may per- 
sist indefinitely, for a few months to years, 
or it may never recur, leaving more or less 
permanent damage. This class may be of 
three types: Choroidal hemorrhages in the 
course of the development of chorioditis in 
which there are acute exacerbations with 
more or less clouding of the vitreous; sub- 
hyaloid hemorrhage coming on suddenly, 
greatly impairing vision and subject to re- 
currence; third, the so-called recurrent in- 
tra-ocular .hemorrhage of those below mid- 
dle life. 

Of the first subdivision, we have a pretty 
fair idea of the clinical picture, course and 
prognosis. Careful ophthalmic and _labor- 
atory examinations reveal much informa- 
tion. At least it is definitely a hemorrhage 
of the uveal circulation. 

Subhyaloid and recurrent hemorrhage in 
the retina and vitreous commands our more 
careful consideration. To state that it is 
a hemorrhage of adolescence is not strictly 
correct as it has been observed in persons 
later in life. Finnoff reports one patient 
aged 47 years. The greater number of re- 
ported cases have been in males. In the 
female it is suggested that menstruation 
acts as a safe guard. The condition is real- 
ly a syndrome and not a disease entity. 
The outstanding observers who have con- 
tributed to our knowledge of this subject 
are: Von Graefe who in 1854 first de- 
scribed the condition; Earles classical paper 
in 1882, gives a detailed description of his 
observation; Noll, in 1908, was the first 
to suggest tuberculosis as a cause; this last 
suggestion has been gone into much more 
in detail from 1915 to 1922 by Jackson and 
Finnoff’s exhaustive studies; more recent- 
ly Zentmayer has brought forth the theory 
of an endocrine disturbance accounting for 
many of the cases. 
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Hiram Woods, in making his report on 
this subject before a meeting of the A. M. 
A. stated that “we know very little about 
recurrent hemorrhage.” By a review of 
the literature since that time, certain defi- 
nite advances have been made which may 
help to solve the problem. The very un- 
certainty of its etiology well illustrates the 
necessity of closely linking opthalmology 
with general medicine. Modern methods 
demand that when an eye condition is not 
accounted for by the state of the eye, it 
becomes our duty to note everything wrong 
anywhere in the body. We should be keen- 
ly alive to all deviations from the normal 
anywhere in the economy. 

The chief symptom is sudden loss of 
sight with no pain or redness of the eye or 
at least only slight congestion. There may 
be a moderate photophobia and lachryma- 
tion. If a subhyaloid hemorrhage has oc- 
curred, despite some vitreous opacities we 
can usually observe the hemorrhage as a 
dependent or hammock-shaped mass. If a 
hemorrhage into the retina and vitreous 
has occurred, our observation is hampered 
by the complete hiding of the fundus by 
the clouding of the media. In the course 
of several days, to possibly two weeks, suf- 
ficient of the opacities will have cleared 
to permit of an opthalmoscopic examina- 
tion. 

We observe small and larger, more or 
less rounded, regular in form, fairly well 
defined fresh hemorrhages, not flame- 
shaped, but they may be fringed at the 
ends. These hemorrhages are frequently 
along the course of the retinal vessels out 
toward the periphery. Adjacent to the 
hemorrhages there may be some yellow- 
ish white areas of exudate. Later whitish 
glistening patches are observed. The veins 
are usually engorged, tortuous and dark 
color. In many places the perivascular 
spaces along the arteries are prominent. 


The exact source of the hemorrhage in 
some cases may be in doubt. In a propor- 
tion of cases it is quite likely that the chor- 
oidal circulation is involved, others are pure 
retinal veinous. In a percentage of cases 
where the hemorrhage is not within the 
range of the opthalmoscope it is quite like- 
ly well anterior even coming from the cili- 
ary region. 

The exact source of the hemorrhage and 
much of the pathology of these cases is sur- 
rounded by a great deal of uncertainty 
owing to the lack of opportunity of his- 
tologic examination. 

In view of this uncertain state of our 
knowledge concerning recurrent intra- 
ocular hemorrhage it is encumbent upon us 


to make a careful study of each case com- 
ing under observation. Accurate histories, 
particularly as to the history of recurrent 
attacks, intestinal disturbances, bleeders 
disease, tuberculosis, syphilis, etc., should 
be recorded. In examining such eyes vision 
is to be noted. Consideration of the trans- 
parency of the vitreous, and if cloudy, the 
character and location of the opacities. 
The size, color, and caliber of the retinal 
vessels are to be considered, determining 
whether the condition be veinous or ar- 
terial. Note the character and location of 
hemorrhages, pigment and exudate in the 
retina. The hemorrhages may be _ sub- 
hyaloid, into the retina or diffused through- 
out the vitreous. Frequent records of the 
study of these conditions should be made. 
Both eyes should be examined. 

A general physical examination should be 
conducted, investigating the myocardium, 
general or focal infections, blood pressure, 
coagulation time and bacterial study of the 
blood together with urinary tests. Special 
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attention should be given to a considera- 
tion of the endocrines, as suggested by 
Zentmayer, the size and shape of the sella. 
This is of particular interest in view of 
Wilmer’s added statement that he has 


. noted recurrent hemorrhages in both ath- 
‘ letic young men and effeminate youths. In 


the latter it is more resistent to treatment 
and more destructive in outcome. There is 
a strong tendency to consider tuberculosis 
as the causative factor. Indeed, there is 
much evidence favoring this conclusion as 
undoubtedly it explains a large percentage 
of the cases. Jackson and Finnoff’s con- 
tributions are convincing evidence of this. 
Undoubtedly a modest percentage of cases 
are due to focal infections. Redding in a 
recent number of the Atlantic Medical Jour- 
nal reports three such cases, all of which 
cleared up following drainage of the sinus- 
es. It may be, perchance, that in some 
cases any one of these three theories may 
be the independent factor or one may act 
in conjunction with the other. 


CONSERVATIVE OBSTETRICS 


Harry A. Reese, M.D. 
BISBEE, ARIZONA 


The word conservative may be defined 
as “a desire, or an effort, to éontinue the 
established order of things.” 


The established order of obstetrics since 
Eve raised Cain has been to “let nature 
alone,” “hands off,” “don’t interfere,” 
“somehow the parturient woman will get 
through.” And usually she does get 
through “somehow,” but at what a cost! 
For generations past our teachers have 
taught this “do-nothing-plan” in obstetrics, 
until the question arises: “Has the practice 
of obstetrics advanced and kept abreast 
of the other branches of medicine and 
surgery?” . 

Not many years past physicians 
were “conservative” about the removal of 
a diseased appendix; but surgery has ad- 
vanced far beyond that point today. But 
even today many physicians will allow a 
poor mother to labor for hours trying to 
overcome an occipito-posterior presentation. 
Their teachers taught them, as all teachers 
have taught, that anterior rotation “usual- 
ly takes place either at the brim, in the 
cavity, or on the pelvic floor.” This is true. 
But when teaching this fact emphasize that 
word “usually,” and then remember the 
many hours of unnecessary pain which the 
poor mother endures before anterior rota- 


tion takes place; remember also her ex- 
hausted condition even if she finally com- 
pletes the delivery alone; remember the 
pelvic floor lacerations; and remember the 
15% fetal mortality; and do not forget 
that sometimes the fetal head becomes im- 
pacted with the occiput to the back, and 
without assistance both mother and child 
would perish. Keep these facts in mind; 
then ask yourself if you are going to do 
your duty, and change that position as soon 
as you find sufficient dilatation, or are you 
going to be a “conservative,” and do noth- 
ing, or attempt to do something after many 
long hours of intense suffering? Or are 
you going to do the worst thing possible— 
give the poor woman a “shot” of pituitrin? 
What is more harmful than a malposition 
and a “shot” of pituitrin? Did you ever 
try to change the position of the child 
with the uterus firmly contracted, and find 
to your dismay that it will not relax even 
under an anesthetic? 


In the use of pituitrin, be conservative. 
Tt is criminal to give pituitrin when there 
is a mechanical obstruction to the delivery 
of the child. And it is criminal to permit 
the mother to labor against that mechani- 
cal obstruction when her attending physi- 
cian is able to remove the obstruction with- 


*Read before the Thirty-Fourth Annual Meeting of the Arizona State Medical 
Association. held at Bisbee, Arizona, May 16 to 18, 1925. 
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out endangering either the mother or the 
child. If he is able to change the malposi- 
tion to a normal position, it is his duty to 
do so. Even in a normal position if the 
delivery proves unusually long and diffi- 
cult, and the attending physician is able 
to assist the delivery with forceps, it is his 
duty to do so. If the attending physician 
finds the membranes ruptured and an arm 
protruding from the cervix, and he is able 
to do a podalic version, it is his duty to do 
so. If he is not able to do a podalic ver- 
sion, or a cephalic version, or anything else, 
he had better send for help, or give up the 
case. This is a time when “watchful wait 
ing” will never do. There is too much 
“watchful waiting” in the practice of ob- 
stetrics. That is what the writer is kick- 
ing about. Neither would we have you go 
to the other extreme and turn all babies 
and pull them out by the feet, after the 
method of Potter. DeLee refers to Potter 
as “the greatest turner in all the world.” 
But his fetal mortality is too high. Do 
not be an extremist. Do not be a conserva- 
tive. But be awake, and alert, and of real 
assistance to the parturient woman. Ease 
her pain, shorten her labor if unduly pro- 
longed, assist her when she needs help, 
protect her against infection, lacerations, 
and hemorrhage. Earn your fee, or turn 
the case over to the Mexican mid-wife who 
hangs a picture of a “saint” on the wall, 
and dances around the room, and bows, 
and sings: 


“San Gonzalo de ni amor, 
Con un paso crusa el mar. 
Hagame este milagro Santo, 
Y le prometo bailar.” 


Translated into English she sings: 
“Saint Gonzalo of my love, 
With one step you cross the sea. 
Do me this favor, Saint, 
And I promise to dance to thee.” 


Of course this helps the one in labor “a 
right smart.” 


The quick action of pituitrin is well il- 
lustrated by the story of the colored woman 
who came to show me her young Sambo. 
After telling her that Sambo was a fine 
boy I said: “And how did you get along, 
Mandy?” And she replied: “Why Doc, I 
just thought I would die. I was just like 
that ole bullfrog my ole man found in a 
prospec hole.” “How was that, Mandy?” 
“Why, my ole man went out a-walkin’ one 
day, and he look down in a prospec hole, 
and there was a great big bullfrog. And 
Sam said to him: ‘What ar’ you a-doin’ 
down there, Mr: Bullfrog?’ And the bull- 
frog said: ‘Well, I just fell in this hole, 
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and I just can’t get out. Won’t you help 
me out?’ And Sam said: ‘Why don’t you 
hop out?’. And the bullfrog said: ‘I have 
just hopped, and hopped, and I just can’t 


hop out.’ And Sam said: ‘I’m not a-goin’ 
to help you out. If I did you’d just fall 
back in again.’ And he came on home, 


But that nite his head hurt him, and the 
next mornin’ a-fore breakfast he ~put on 
his hat, and I said: ‘Where you all a-goin’ 
Sambo?’ And he said: ‘I’s a-goin to help 
that pore ole bullfrog outin that hole, a-fore 
he starves to def.’ Just a-fore Sam got to 
that hole he came face to face with that 
bullfrog, right out in the sunshine, and 
Sam said: ‘Good mornin’ Mr. Bullfrog. I 
thot I left you in that prospec hole.’ ‘Yes 
sir. ‘An’ you said you couldn’t get out.’ 
‘Yes, sir,’ said the frog, ‘but a snake fell 
in that hole.’ Well, Doc, when this here 
colored chile was a-bornin’ I just thot I 
was in a hole, and I couldn’t get out. I sed 
to Doc Ed: ‘Doc, I’s stuck. I just can’t 
do no more. I’s just a-goin’ to die, I is.’ 
An’ Doc sed: ‘No, Mandy, you ain’t a-goin’ 
to die.’ An’ he walked over to the table 
an’ picked up that hyperdermic, and came 
over and jabbed that needle right in my 
arm. An’ in about five minutes, I just 
let out one scream: ‘Glory Alleluia!’ An’ 
I doubled up and delivered.” 


It was a good thing for Mandy and young 
Sambo that there was no serious mechani- 
cal obstruction in the way of that delivery. 
Had it been otherwise that “shot” of 
pituitrin might have resulted disastrously 
for both. 


Pituitrin is an efficient means of quickly 
checking hemorrhage and should be at hand 
in a hypodermic syringe ready for use at 
the beginning of the third stage of labor. 
But remember that during the second stage 
of labor pituitrin should not be given as a 
“test of labor.” A “test of labor” should 
determine what the woman is able to ac- 
complish, not what she is able to endure. 
Pituitrin brings about a “test of endur- 
ance,” 


_ Lack of progress for a considerable time 
is the predominant indication for interfer- 
ence. The writer believes that the more 
frequent use of forceps will lower the gen- 
eral fetal mortality; but that depends upon 
the kind of man who uses the forceps. 

DeLee very wisely remarks: “Forceps 
are used too often by men who do not 
know how to apply them, and not often 
enough by those who do. When all has 
been said, the fact remains that it is the 
ae the forceps that makes it good 
or 
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TUBERCULOSIS OF THE CERVICAL AND THORACIC GLANDS 


W. W. Britton, M. D. 
EL PASO, TEXAS 


Glandular tuberculosis is preeminently an 
infection which takes place prior to the es- 
tablishment of cellular immunity. 


The tubercle bacilli enter the system 
through the respiratory tract and alimen- 
tary canal. When they enter an organism 
which has not previously come in contact 
with them, or which has.not attained a high 
degree of specific cellular defense, the 
bacilli pass through mucous membrane 
readily and, unless destroyed by the lymph 
elements, are taken to the glands where 
they set up foci of infection. They may 
penetrate intestinal walls and be carried 
to the liver, lymphatic glands, or through 
the thoracic duct into the blood stream. 
Tubercle bacilli injected into the rectum 
have been found within a few days in the 
mediastinal glands. They seem to find 
their way to the peribronchial glands, no 
matter how they enter the body. The 
bacilli usually pass through the glands in 
childhood because of the peculiar character- 
istics of the glandular structure in early 
life. The canals of the lymphatic glands 
in a child are wide and also lack specific 
cellular defense. Because of the fact that 
the glands bear such a prominent part in 
early infection, tuberculosis is looked upon 
as being primarily a disease of the lymph- 
atic system, and from these lymphatics 
dissemination of the bacilli to the various 
parts of the body takes place. 

The glands commonly infected are the 
cervical, which drain the nasopharynx, 
gums and tonsils, the mesenteric and the 
peribronchial. Griffith states that forty- 
three percent of the cases of tuberculous 
infection of the cervical glands in children 
are of bovine origin. 

Early infection does not receive the at- 
tention that it should. The fact is that 
it does not produce symptoms which we 
have learned to recognize until it reaches 
a fair degree of activity. The infected 
glands may not go to caseation, but be- 
come fibroid. Again they may become 
acute and inflamed and the center become 
necrotic and break down, discharging their 
contents either externally or into the sur- 
rounding tissue. It will be found that we 
do not commonly find glandular tuberculo- 
sis in adults, because the infection takes 
place in children, the greater percent under 
five years of age. This is before the es- 


tablishment of cellular defense, and from 
this we can see that tuberculosis of the 
glands gradually assumes less and less im- 
portance as infection with resultant cellu- 
lar defense becomes more general, until 
finally, in adults, glandular tuberculosis is ~ 
comparatively infrequent. 

The diagnosis of this form of tuberculo- 
sis is of great importance in childhood. 
Any of the glands of the body may be af- 
fected, but the cervical and bronchial show 
infection most frequently. 


Tuberculosis of the cervical glands may 
exist for years. The glands may be the 
size of peas or as large as walnuts. When 
active, they are often swollen and painful. 
It is sometimes difficult to make a positive 
diagnosis although if there are painful, 
swollen glands massed together, accom- 
panied by toxemia, anemia, low blood pres- 
sure and underweight, tuberculosis should 
be strongly suspected; then if tuberculin is 
given subcutaneously, evidence may be ob- 
tained through a focal or general reaction. 
If the glands suppurate, there is swell‘ng, 
pain, chills, fever, night sweats, loss of ap- 
p*tite. and a gradual loss of weight, al- 
though there may be subnormal tempera- 
ture in the mornings. The glands may dis- 
charge for months until the contents of 
many have been entirely evacuated. Usual- 
ly there is a successive involvement of the 
glands in the cervical chain, one after an- 
other enlarging, discharging, healing and 
breaking down until practically all of the 
glands become infected. 


The diagnosis of tuberculous glands is 
readily made by surgical removal and path- 
ological examination of sections or of the 
caseous material. Syphilis is eliminated by 
the Wassermann test. Lymphosarcoma 
usually has a rapid enlargement of groups 
of glands, but pathological examinations 
may be necessary. In Hodgkin’s disease, 
te enlargement of glands is usually more 
general over the body, the glands are not 
as likely to be matted together and the 
tuberculin reaction is not positive. Hodg- 
kin’s is not so often found in children as 
in young adults. 

Diagnosis of active tuberculosis of the 
bronchial glands is not always easy. The 
glands are deep seated and the symptoms 
produced by them are not definite. The 


(Read before the El Paso County Medical Society) 
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child may show the same signs as those 
suffering from tuberculosis elsewhere. 


They may have a brassy cough of paroxys- 
mal type. The x-ray will show shadows 
which are very suggestive of tuberculous 
infection. A child apparently in good health 
may become over-fatigued by its customary 
play; may be restless, irritable, have loss 
of appetite, with slowly progressing anemia 
and impaired nutrition. As enlarged glands 
encroach upon bronchi, pressure symptoms 
may develop. A sense of oppression, or 
actual pain in the chest is experienced, with 
some dyspnea, especially on exertion, and a 
dry spasmodic cough. The appearance of 
these children sometimes indicates delicate 


health. Some are tall for their age and. 


under-nourished. The posture is stooped, 
with bowed shoulders, prominent ‘scapulae 
and clavicular depressions well marked. On 
percussion you may be able to detect dull- 
ness over the vertebral area as low as the 
fifth and sixth dorsal spine. On ausculta- 
tion, bronchial breathing can be heard over 
the hilus areas. 


Harbits found in two hundred and seven- 
ty-five autopsies in children, that forty- 
two percent of them were positive for tu- 
berculosis. 


Differential diagnosis, as with the cervi- 
cal glands; syphilis can be eliminated by 
the Wasserman test; in lymphosarcoma 
there will be metastatic manifestations; in 
suspected Hodgkin’s disease, the tuberculin 
test will clear up. . 


The following case in an adult may be 
of interest: 

Mr. B., age 39, suffered pain in both axillae, 
with swelling, fever, chills, night sweats, cough, 
violent pain, glands of the neck enlarged, loss of 
weight in two years from 168 pounds to 115. Glands 
of the neck began to swell in 1923. On ausculta- 
tion, a few moist rales in the apex of right lung, 
great amount of dullness over the mediastinal area, 
indicating great enlargement of mediastinal glands. 
Wasermann negative. Glands opened and drained 
a number of times, no improvement. Later, oper- 
ated on by Dr. F. P. Miller for removal of axil- 
lary glands, the glands removed varying in size 
from a small marble to as large as a goose egg. 
Laboratory examination showed giant cells and 
large masses of cheesy particles. The field of op- 
eration healed, but no general improvement was 
ever observed. On the day of operation I aspirat- 
ed one quart of serous fluid from the right pleural 
space and continued to remove the same amount 
every two week for two months. The patient con- 
tinued to decline and finally died about four or 
five months after the operation. 


Treatment: Is still in the experimental 
stage. Some advise the use of tuberculin 
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and use such agents as possible to stimu- 
late appetite, improve digestion and in- 
crease weight and, as much as possible, 
the patient should live outside in fresh air 
and have a reasonable amount of sunshine. 
Exposure of the affected areas to the di- 
rect rays of the sun, and to artificial sun- 
light such as the Alpine lamp, has been 
used rather extensively the past few years 
with good success; if used cautiously, along 
with the other methods of treatment men- 
tioned, it is certainly advisable. 


If physicians, in dealing with children, 
especially from the age of 8 to 15 years, 
find them to be under-nourished and un- 
developed, and make careful examination, 
no doubt many would show, dullness and 
shadows of enlarged glands due to tubercu- 
lous infection. If these children could re- 
ceive proper care and be instructed as to 
how they should live during their develop- 
ment, we would not have so many come to 
us later in life, usually not knowing that 
they have a tuberculous infection until well 
—— pulmonary tuberculosis has devel- 


SAVE MONEY ON 
YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 
WE MAY SAVE YOU FROM 10% TO 
ON X-RAY LABORATORY COST 
Among the Many Articles Sold Are 
X-RAY FILM, Duplitized or Dental, Eastman, 
~ Agfa Film. Heavy discount; on standard 
Eastman, Justrite and Rubber Rim 


25% 


X-Ograph, 
Desi! Film, fast or slow emulsion. 


BRADY’S POTTER BUCKY 
DIAPHRAGM insures ,finest 
radiographs on heavy parts, such as kidney, spine, gall- 
bladder or heads. 
Curved Top Style—up to 17x17 size cassettes......$250.00 
Flat Top Style—holds up to 11x14 cassettes........ 175.00 
BARIUM SULPHATE. For stomach work. Finest grade. 


Low price. Special price on 100-pound lots. 
DEVELOPING TANKS, 4, 5 or 6 compartment stone, 
will end your dark troubles. Ship from Ch 


room 
— Boston or Virginia. Many sizes of 


tanks. 

DENTAL. FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid Am of one to fourteen 
film opening:. Special list and samples on request. 
= stock styles or imprinted with name, address, 


INTENSIFYING SCREENS—Patterson, T. E., or Buck X- 
Ograph Screens for fast exposure alone or mounted in 
Cassettes. Liberal discount-. All-metal cassettes. 

Several makes. 


If you have s ms GEO. W. BRADY & CO. 


Ist. 790 So. Western Ave., CHICAGO. 
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THE NEXT SOUTHWEST MEETING 


The next meeting of the Medical & Surgi- 
cal ssociation of the Southwest will be held 
in El Paso, either during the month of 
November or early in December, the exact 
dates not yet having been set by the Board 
of Trustees. 

The Program Committee has been ap- 


‘pointed by the president, Dr. H. H. Stark, 


of El] Paso. This Committee consists of Dr. 
Willis W. Waite (Chairman), First Na- 
tional Bank Building, El] Paso; Dr. Samuel 
H. Watson, Tucson, Ariz.; Dr. J. R. Van 
Atta, Albuquerque, N. M. 

Any member of the Association who de- 


sires to present a paper before this meet- 


ing should communicate either with the 
Chairman, Dr. W. W. Waite, or with the 
member of the committee from his state 
(Arizona or New Mexico, as the case may 
be). The number of papers acceptable is 
limited and applications for places on the 
program should be sent.in promptly. 


INDUSTRIAL HERNIA. 


The following recommendations by the 
American Railway Association were pre- 


_ sented in the form of a resolution to the 


Arizona State Medical Association in Bis- 
bee, last April, by Dr. C. R. Swackhamer, 
seconded by Dr. W. O. Sweek, and carried. 

1. Render proper compensation for all 
cases of true traumatic hernia due to direct 


violence. 


2. Make a physical examination of all 
applicants for positions in industry, no 
matter in which capacity; such examina- 


tions will determine the fact whether or 
not a hernia was present at the time of ex- 
amination. 

3. Any case of hernia developing in the 
course of duty, incident to the man’s daily 
work, should be treated as a disease due to 
special anatomical weakness on the part of 
the individual, for which the company is 
in no way responsible. If it is considered 
wise under certain circumstances to recog- 
nize any moral responsibility, let it be on 
an economic or humane basis. This moral 
obligation should be understood to be strict- 
ly limited to such employees who had been 
found apparently free from hernia at the 
time of previous physical examination. 


FOOT AND MOUTH DISEASE 


The Congress of the United States has 
provided a fund of $75,000 to send special- 
ists to Europe to make a thorough study 
of foot and mouth disease. The men elect- 
ed to ’ on the investigations are Dr. 
P. K. Olitzky, of the Rockefeller Institute, 
whose work on relapsing fever is well 
known; Dr. Jacob Traum of the University 
of California, and Dr. Harry K. Schoening 
of the Pathological Division, Bureau of An- 
imal Industry, United States Bureau of 
Agriculture. 

It seemed to many that the refusal, on 
the part of the Government to permit in- 
vestigation of the foot and mouth disease, 
by experimentation, at the time of the Cal- 
ifornia epidemic, was short-sighted and ill- 
advised. It is to be hoped that some prac- 
tical and valuable results will come from 
these studies to be made abroad. 
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The Dietetic Value of Gelatine 
| Receives High Recognition 


The edition (6th) of “Diet in Health and Disease” by 
Dr. Julius Friedenwald and Dr. John Ruhrah, published 
by W. B. Saunders Company, Philadelphia, contains the 
following tribute to the value of Gelatine in feeding 
infants and children. 


ee 7 ACOBI in 1879 syggested the use of Gelatine in infant feeding, and it 
J has been used some ever since, but only recently has the real value 
of Gelatine in the diet been made more widely known. It is very 
useful in rendering milk mixtures more digestible, preventing both gastric 
and intestinal indigestion by preventing the large hard curds. Where the 
appetite is poor, the addition of Gelatine makes the milk more palatable 
for some children. It is of value in infants who regurgitate or vomit 
their food, in diarrhea particularly where there is putrefaction. It is use- 
ful where gas is formed, either in the stomach or intestines, and in fer- 
mentative conditions in general. It is useful in preventing colic in some 
babies, and in the breast fed may be given in solution just before feed- 
ing. In infants who are constipated and who have large hard stools 
which do not adhere to the napkin, the addition of Gelatine to the formula 
fisually corrects the difficulty. It is of great value in celiac disease, not 
only in supplying additional much needed food, but in correcting the ac- 
companying indigestion. In malnutrition the addition of Gelatine to the 
dietary is of great value, as it is in those who have lost weight through 
operations, fever, or other illnesses. It has also been suggested in 
scurvy.” 


Knox Sparkling Gelatine—highest quality for health— 
is the purest form of plain granulated Gelatine, pro- 
duced by the most scientific methods, and under con- 
stant bactériological and chemical laboratory control. 
It contains no artificial flavoring—no sweetening. 

In prescribing Gelatine for the diet, physicians 
“oe be extremely careful to specify Knox Sparkling 
Gelatine. 


FREE—TO PHYSICIANS AND HOSPITALS 
The physician’s reference book of nutritional diets with re- 
cipes will be sent free to physicians or hospitals, upon re- 
quest, if they will address the Knox Gelatine Laboratories, 
488 Knox Ave., Johnstown, N. Y. 


ily size packages of artificial coloring, an 
“Plain Sparkling” and synthetic flavoring. 
“Sparkling Acidulated” 

(which latter contains va. 


a special envelope of 
lemon flavoring,) Knox SPARKLING 


Sparkling Gelatine is GE LATINE | 


it up in 1 and 5 nd 
cartons for special hos "The Higeest Quality for Health 


tal use. 
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Rabies Treatment 
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Manufactured by 
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Orders Given Immediate Attention 


Pharmacy 


Goodrich Block 
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SOUTHWESTERN MEDICINE 


THE EDUCATIONAL WORK OF THE 
METROPOLITAN LIFE INSURANCE 
COMPANY. 


The medical profession of the country 
will probably enjoy seeing in twenty-seven 
popular magazines of the August issue, 
the page advertisement of the Metropolitan 
Life Insurance Company, warning the pub- 
lic against “fake” cures for tuberculosis 
and cancer. 


No one would accuse this great organi- 
zation of sending forth this message for 
the medical profession, or even for altruis- 
tic purposes. It means a matter of profit 
to this great Insurance Company to pro- 
long human life, and their statistical de- 
partment, the most comprehensive in the 
world, has learned that these fake cures 
shorten life and, therefore, take money 
from them. The lesson taught by these ad- 
vertisements is the old one which the med- 
ical profession has been trying to “get 
over” to the public, for many years. We 
will welcome this assistance from a great 
corporation which deals in hard and incon- 
trovertible facts. 


PERSONALS 


DR. AND MRS. ROBT. W. CRAIG, of Phoenix, 
sailed the first of July for the Hawaiian Islands, 
to be gone the balance of the summer. 

DR. VICTOR RANDOLPH, of Phoenix, returned 
the latter part of July from a vacation of several 
weeks, spent chiefly in San Francisco and vicinity. 

DR. FRANK J. MILLOY, of Phoenix, left July 
15th for a month’s special work in the middle 
west, chiefly at the Mayo Clinic. 

DR. AND MRS. JOHN WIX THOMAS, of Phoe- 
nix, left July 25th for a vacation of six weeks, to 
be spent on the Pacific Coast. 

DR. W. WARNER WATKINS and family, of 
Phoenix, left July 30th for a vacation of six weeks 
to be spent in touring the coast district from Los 
Angeles to Vancouver, B. C. 

DR. JEREMIAH METZGER, of Tucson, is spend- 
ing the summer in Switzerland, chiely in the study 
of heliotherapy. 


MARRIAGE OF DR.. YATER‘S DAUGHTER 


Announcements have been received of the mar- 
riage of Miss Xanna C. Yater, daughter of Dr. C. 
M. Yater, of Roswell, N. M., the secretary of the 
New Mexico Medical Society and Associate Editor 
of Southwestern Medicine. i 

The groom is Royce M. Lansford, a business 
man of Roswell, and Mr. and Mrs. Lansford will 
make their home in Roswell. 


DR. H. A. MILLER, of Clovis, N. M., has been 
appointed the fifth member of the State Board of 
Public Welfare, for New Mexico, filling a vacancy 
that has existed for some time. Dr. Miller is well 
known to the medical profession of New Mexico, 
being president of the State Medical Society two 
years ago. 
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CHOOSING DIET 


If all babies were alike and standardized, then one food 
would probably take care of the nutritional require- 


ments of most babies. 


BUT—physicians know that foods must be altered to 
suit the nutritional requirements of each infant. 


MEAD’S INFANT DIET MATERIALS are helping phy- 
sicians to do scientific infant feeding. 


The Mead Policy 


Mead’s Infant Diet Materials are advertised 
only to physicians. No feeding directions 
accompany trade packages. Information in 
regard to feeding is supplied to the mother 
by written instructions from her doctor, 
who changes the feedings from time to time 
to meet the nutritional requirements of the 
growing infant. Literatures furnished 
only to physicians. 


MEAD’S DEXTRI-MALTOSE 
(the carbohydrate of choice for 
modified cow’s milk mixtures). 


MEAD’S CASEC (a useful ad- 
junct when the baby is suffering 
from Fermentative Diarrhea). 


MEAD’S STANDARDIZED 
COD LIVER OIL (as important 
to protect the infant from Rick- 
ets as orange juice protect from 


scurvy). 


MEAD JOHNSON & COMPANY 


Evansville, Indiana, U. §. A. 
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LUNG ABSCESS. Analysis of 227 cases, includ- 
ing 100 previously reported. The importance in 
etiology of operations upon the upper respiratory 
tract is even more striking in the last 127 than i 
in the first 100. Tonsillectomy was responsible 
for 49 cases and teeth extraction for 21. In all, 
113 cases or 49.7% were traceable to aspiration of 
infected material from the upper respiratory tract. 
In 76 or 33.4% the onset was insidious and the 
cause undetermined. 

There are five cardinal indications in diagnosis: 
(1) Cough and Explosive Expectoration; the lat- 
ter is uncommon and occurred in only ten percent 
(2) Foul Breath and Foul Sputum; this is quite 
common but there are rare cases in which they 
are absent and their absence does not exclude 
pulmonary abscess. (3) Dullness or Percussion 


é ‘ over a circumscribed area; this is the most com 
I ft Ts A Family D uty To Carry mon single sign on physical examination, other 
A Medical Protective Contract signs being very variable. (4) Blastic Tissue in 


the Sputum. (5) Roentgen Ray Examination. This 
is indispensable, though some caution must be ob- 
served in interpreting films taken at one sitting . 
not to mistake a partially resolved pneumoni¢ 


! The necessity is emphasized by the facts in 
file, No. 08596. The following was received 
from our local attorneys, while the case was 


in process of litigation. process for abscess. Important conclusions re 
“| beg to advise that today Mrs. ‘ garding operability may be drawn from the radio- 
RINE: ae een a , the wife of your assured graphs. The site and extent of the process are 
in this case, called me by phone and better defined by roentgen ray than by physical 
advised that her husband, Dr............... , examination. Exploratory puncture is unneces- 
had died on March 24th. sary and dangerous and should be condemned as 
The case is now pending on de- a diagnostic procedure for establishing the pres- 
murrer and it is not likely that much ence of a pulmonary abscess. 
if anything will ever be done with it, Certain Aspects of Pulmonary Abscess, from an 
. although of course they can go ahead Analysis of 227 Cases. Frederick T. Lord, M. D., 
i and have the administrator oe Boston, Mass. The Boston Med. & Surg. Jour., 
ecutor substituted. Vol. 192, p. 785 (Apr. 23, 1925). 
After a lapse of six months the widow was 
ae phritis in an otherwise normal kidney tends to get 
i The Medical Protective Co., well. Recurring attacks should always be investi- 
Fort Wayne, Ind. gated by pyelograms. Recurring attacks in kid- 
Gentlemen: neys otherwise normal point to some focal infec- 
f cee ores tion. Pain is not a constant or reliable symptom; 
| suppose they think that my hus- - a kidney may become entirely destroyed without 
, left a lot localized pain. The urinary sediment should be 
i] of money. The whole, thing does not watched a long time after subsidence of symp- 
a amount to Five Thousand Dollars, toms. 
| and | have three small children to In looking for foci of infection, it is a mistake 
i raise.” to exclude the teeth because apical abscesses are 
i The Doctor dead and the defense handicapped be- not demonstrated by x-ray (Bumpus and Meisser). 
' own defense and endure a judgment; the raising and of stone passing down ureter may be produced by 
edueating of three children dependent upon the wisdom a plug .of mucus; with the ureter temporarily 
of the Doctor in carrying a Medical Protective blocked, the urine may be clear as it comes from 
TWENTY PERCENT OF WISDOM CON 
J In chronic pyelonephritis the diagnosis can only 
i » SISTS OF BEING WISE IN TIME be made by careful examination of catheter speci- 
La tinal men of urine and by pyelograms and ureterograms. 
Be Pyelonephritis. Arthur H. Crosbia. Boston Med. 


& Surg. Jour., Vol. 192, p. 893 (May 7, 1925). 


Medical Protective Sowiec. 
OSSIFICATION OF PERONEAL TENDON. Case 
Havea is cited of ossification within the tendon of the 
Wedical Protective Contract peroneal at its attachment to the base of the fifth 
: metatarsal. This was shown by x-ray as two calci- 


fied areas, looking like sesamoid bones. Removal 


Kasttay of these by splitting the tendon resulted in com- 
TTT plete recovery. When removed, body appeared as 
- a hard, semi-cartilaginous mass about the size of 


TT a bean. 

Nh Ossification of the Peroneal Tendon or Sesa- 
moid, in the Region of Its Attachment at the Base 

w@ of the Fifth Metatarsal. Louis A. O. Goddu, Ph. 


Wn Vane ea, _| G., M. D., Boston, Mass. The Boston Med. & Surg. 


Jour, Vol 192, p. 899 (May 7, 1925). 
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St. Joseph’s Hospital 


Phoenix, Arizona 


Accredited Class A General Hospital of 125 beds. 


Open Staff Organization. 


SURGICAL :—The Surgical Department cons‘sts of three major and 
two specialist operating rooms, with anesthetic and all accessory rooms. 
It is completely equipped with every surgical convenience; nitrous oxide 
and ethylene gas apparatus. ~ 


OBSTETRICAL:—The Obstetrical Department is in the Annex, 
and has its own operating and delivery rooms, with all accessory equip- 
ment for any type of emergency obstetrical work. 


LABORATORY :—Under direction of a competent pathologist; im- 
‘mediate frozen sections and diagnosis, when desired. All blood, serolog- 
ical and chemical examinations promptly performed by competent tech- 
nicians under direct supervision of the pathologist. 


X-RAY AND RADIUM:—Fluoroscopic and work by 
competent radiologist. Urological department adjacent to x-ray room 
for prompt pyelographic work. High voltage x-ray equipment for pre- 3 
operative and post-operative therapy. Radium available for cases re- 
quiring this treatment. 


BASAL METABOLISM :—This work is in charge of a competent 
metabolist and can be done at bedside or in metabolism room. 


DIETARY :—A trained dietician working in conjunction with the 
clinical laboratory makes possible the accurate study of patients whose 
diets need to be adjusted, particularly diabetics who require the deter- 
mination of carbohydrate tolerance and insulin requirements. 


Any physician or surgeon in the Southwest, who cannot accompany 
patients to Phoenix, is invited to refer them direct to the Hospital. 
They will be placed in charge of ethical members of the Staff. 


In Charge of 


SISTERS OF MERCY 


Superior Products 


enamine 


OLOGICAL RESEARCH LAB. | 


GUARANTEE 


batch of Neoars- 
phenamine, D.R.L., now 
made is guaranteed to have 
met a test for toleration al- 
most 75% above govern- 
mental requirements. 
Here is uniformity as remark- 
able as it is unprecedented. 
In therapeutic results this un- 
usual product compares fa- 
vorably with Arsphenamine. 


THE Dermatological Re- 
search Laboratories were 
the first in America to man- 
ufacture Sulpharsphenamine, 
as well as Arsphenamine and 
Neoarsphenamine. 

This product is of a quality 
that justly entitles it to be 
listed with the D.R.L. line of 
superior anti-syphilitic drugs. 


| Potassium BismuthTartrate 


With Butyn 


purity of compound, high 
bismuth content and bet- 
ter absorption and elimina- 
tion, coupled with practically 
complete freedom from pain, 
characterize the D.R.L. prod- 
uct. 

Preferable to mercury in 
most cases with greater spir- 
ocheticidal power and lower 
toxicity. 


ograp on 
of Syphilis” sent on request, 


THE DERMATOLOGICAL 
RESEARCH LABORATORIES 
1720 Lombard Street, Philadelphia 


THE ABBOTT LABORATORIES 
4753 Ravenswood Avenue, Chicago 


New York San Francisco Seattle 
Les Angeles Toronto Bombay 
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ENLARGED THYMUS....A decided enlargement 
of the thymus exists in a large number of new- 
born infants and while it causes no trouble in 
many, in a few of them it may cause trouble or 
even prove fatal. The direct symptoms described 
by Lange, quoted in a recent paper by Pfahler, 
are “inability to cry loudly, crowing respirations 
when crying, noisy respirations during sleep, dif- 
ficulty in nursing, twitching, fretfulness and 
other nervous symptoms, vomiting or regurgita- 
tion, feeble respiration, grunting as though the 
child wants to have a stool, slow or retarded de 
velopment, failure to gain in weight in spite of 
proper dietary measures, inanition, obesity, cough 
or hiccough.” 

When the diagnosis of a pathologically enlarged 
thymus has been made, radiation is the best treat- 
ment. as the thymus is the most susceptible struc- 
ture in the body to radiation. The author now 
uses radium in preference to x-ray, for the sake 
of more accurate application. He uses 100 mgm. 
in four capsules of 25 mgm. each, placed one inch 
apart, and held three-fourths inch from the skin 
by a block of pith wood. A filter of 1 mm. of 
brass is used and the distant side of the radium 
covered with lead to prevent exposure from that 
direction. Relief is usually surprisingly prompt. 
One application of ten hours is usually sufficient, 
but o¢casionally this has to be repeated in 6 or 8 
weeks. This amount of radiation produces no 
ehange in the skin. 

Enlarged Thymus; Differential Diagnosis and 
Radium Treatment. G. W. Grier, Pittsburgh, Pa. 
The Atlantic Med. Jour., May, 1925, p. 502. 


VEGETAL BRONCHITIS. The chief etiologi- 
cal factor in vegetal bronchitis is the aspiration 
into the lower air passages of peanut kernels, nut 
kernels, beans, watermelon seeds, maize apple, 
orange or other fruit seeds or pulp; any other in- 
spired vegetal substance may cause it. With a 
history of choking or gagging while eating, fol- 
lowed by wheezing or cough is diagnostic of a for- 
eign body having entered the tracheobronchial tree. 

Diagnosis is by roentgen ray evidence of ob- 
structive emphysema or obstructive atelectasis, fol- 
lowed by drowned lung; physical signs of bron- 
chial obstruction; whéezing or the audible slap 
heard at the open mouth; history of choking or 
gagging. 

In discussion, Dr. Willis F. Manges (Philadel- 
phia) stated that the sign of obstructive emphy- 
sema was discovered by Dr. Iglauer in 1911 but 
not published. It is as positive a diagnosis from 
the x-ray standpoint as if the foreign body were 
actually casting a shadow. The mechanics are 
constant. If the obstruction is complete on in- 
spiration there is emphysema of the particular 
bronchial distribution. If it is in a small branch 
only a small portion of the lung is involved. 
Every conceivable combination of atelectasis and 
emphysema have been encountered. 

Arachidic and Other Forms of Vegetal Bron- 
chitis. Chevelier Jackson, Gabriel Tucker and 
Louis H. Clerf, Philadelphia, Pa. The Atlantic 
Med. Jour., May, 1925, p. 506. 


SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Piysicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 
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for--when summer 
comes 


Thousands of mothers are thankful to their 
physicians for prescribing Dennos—espe- 
cially during the trying summer months. 
The method of propeestice requires cook- 
ing. The starch in Dennos acts as a pro- 
tective colloid. -Dennos babies seldom de- 
velop fermentative diarrhea. 

The cereal of Dennos is largely whole 
wheat, which aids in the retention of the 
calcium and magnesium salts and often 
produces a better gain in weight. 


Samples and literature sent on request 


DENNOS 


ao The DENNOS FOOD Co., Portland, Oregon 


(REG, U. S, PATENT OFFICE) 


Acetylamino-oxyphenylarsonic Acid 


Indicated in Amebie Dysentery 


Accepted by Council of Pharmacy and Chemistry A. M. A. 


Distributed in bottles of 25 tablets, each tablet 0.25 grams 
May be obtained through your druggist 


Literature furnished on request 


MANUFACTURED BY 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 
New York PHILADELPHIA St. Louis 


| 
(THE MILK 
\)MODIFIER _ 
| 
@ 
— 


Asa General Antiseptic 


in place of 
TINCTURE OF IODINE 


Try 


Mercurochrome-220 Soluble 
Dibrom-ox ymercuri-fluorescein 


It stains, it penetrates, and it furnish- 
es a deposit of the germicidal agent 
in the desired field. 


It does not burn, irritate or injure 
tissue in any way. 


HYNSON, WESTCOTT & 
DUNNING 


Baltimore, Maryland 


Monel Top Table 


Constructed with 
16x20 inch rust- 
less, stainless 
Monel metal top, 
this table is ideal 
for office utility 
service. The base 
is made with 
pressed steel 
legs, strongly 
braced by steel 
bars at the top 
and a “White- 
Kraft” steel 
shelf at the bot- 
tom. The top is 
protected on the sides and back by a white 
enameled guard rail welded to the base at 
four points. 


6CJ801. Monel Metal Utility Table 95 


The Frank S. Betz Company 


HAMMOND, 
6-8 W. 48th St., 3213 Swiss A 634 8S. Wabash Ave., 
New York Dallas rs Chicago 


‘SOUTHWESTERN MEDICINE 


The new plant of the Abbott Laboratories, 
pictured below, and now nearly ready, will be, 
when occupied, the finest complete pharmaceutical 
and research plant in the world. Here the newest 
synthetic, medicinal chemicals are made in large 
quantities by improved processes, insuring purity 
and accuracy. Here also are extracted from the 
crude drugs the medicinal principles used largely 
throughout the pharmaceutical industry as well as 
by the medical profession. 

Larger quarters will be provided for the ex- 
tensive research work now being carried on by a 
large staff of chemists and new buildings are be- 


ing provided for the manufacture of the well-known 
Abbott pharmaceutical specialties. 

The administrative office of The Abbott Lab- 
oratories, located for many years in Ravenswood, 
will be moved about October ist of this year to 
the new plant. The post-office address will be 
Waukegan, Ill., 25 miles north of Chicago, on the 
Cc. & N. W. R. R. About 24 acres of. ground are 
owned by the Abbott Company to provide for the 
future expansion of their business. 


NEW ADDITION TO ST. JOSEPH’S HOSPITAL 
(Phoenix) 

The long expected addition to St. Joseph’s Hos- 
pital in Phoenix will be constructed this Fall, the 
plans having been drawn and approved. This ad- 
dition will be furnished most modern and high 
class accomodations with private baths, radio 
outlets and other conveniences for the comfort of 
patients. This is the first of several similar units 
which will ultimately fill the entire block upon 
which the hospital stands and which will double 
the capacity of the hospital. 

The new addition will front on Fourth street 
and will contain twenty-five private rooms. 


“VAGUE” ISN’T THE WORD 
Of the forty negroes in the Greenville county bas- 
tile yesterday, thirty-three were whites. Reason for 
this condition is rather vague, although the percent- 
age of in this section may partially 
explain it—Greenville (S. C.) News. 


THE UNCONVENTIONAL SOUTHWEST 
Under new management, vacancy for two young 
men. Young lady to share delightful bedroom. Ref- 
erences.—Ad in the Dallas News. 


YOU DON’T SAY! 
The body was removed from an old Episcopal 
churchyard in 1829 and was lost sight of after it 
was remodeled and enlarged.—Cincinnati Enquirer. 


REVERY 
My dreams begin at break of day; 
My dreams commence where others’ stop; 
I sleep while others toil away; 
I work nights now, old top. —Ex, 
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THE AVOID 
Original Imitations 
FOR 
FOR 
INFANTS, 
GROWING 
CHILDREN MOTHERS 


“Horlick’s” is readily adapted to individual 
infant feeding, nourishes and strengthens 
delicate children, and is used with benefit 
as a nourishing food-drink for nursing 
mothers. Prescribed by the medical pro- 
fession over one-third of a century. 


Samples and literature 
prepaid upon request. 


Horlick’s Malted Milk Co 


RACINE, WIS. 


OFFICE FORMS 
for the PHYSICIAN 


Professional Statements 
Prescription Blanks 
Call Record Sheets 
Ledger Sheets 
We-Know Your Needs 


Embossed Professional Stationery 
lends dignity to your correspondence 


TAYLOR PRINTING 


COMPANY 


publishers of 
SOUTHWESTERN MEDICINE 
121 E. Jefferson St. Phoenix, Arizona 


OFFICE Examining Table 


GUMWOOD 


a beautiful new fin- 
ish wood. 


—drawers open through 
—adjustable back leaf 


—Spanish finish leath- 
erette cushion and 
pillow 


—easy rolling duplex 
castors. 


—a prosperous office 
table 


$94.00 


ill _ Any Arizona Main Line 
Station. 


PACIFIC SURGICAL MFG. CO. 


320 W. Sixth St. 


Los Angeles 
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THE PREVENTION OF 


HY DROPHOBIA 


(RABIES) 


F LATE a great many cases of rabies in dogs have been © 
reported from various parts of the United States. These 
reports show that the infection is widely distributed. No 

section of the country is entirely free from rabies. The dog, from 
the verynature of his habits, is the main disseminator of this disease. 


The physician is called on’ as never before to guard his 
patients against rabies. Only one form of treatment is available 
—preventive vaccination before the appearance of symptoms. 


Whitmore (Tice, Practice of Medicine) lists the conditions 
calling for antirabic vaccination after a dog bite, as follows: 


1. If rabies is in the dis antirabic vaccination should be started at 
once and continued until the can be observed for ten days. 

2. If the dog dies or is ki or disappears in less than ten days after 
biting the patient. 

3. If the dog is unknown. 

4. If the dog is living and after observation for ten days develops 
rabies, dies under suspicious circumstances, or is sick. 


Rabies Vaccine (Cumming), prepared in the Biological Labor- © 
atories of Parke, Davis & Co., is a sterile suspension of brain 
tissue from rabbits killed with fixed virus (death with paralysis 
in seven days). The infectivity is removed by dialysis, while the 
full immunizing properties are retained. No report of injurious 
results to the patient following treatment has ever been received. 


Few specific hylactic agents present a record for depend- 
ability com: le to thet attained by Rabies Vaccine (Cumming). 
During the many years that Rabies Vaccine (Cumming) has been 
— to the medical profession, not one complaint of distinct 
failure relating to this product has ever reached the Laboratories. 
Considering the many thousands of patients treated with Rabies 
Vaccine (Cumming), this is a truly remarkable record. 


The Vaccine is obtainable on short notice by all druggists, being carried in 
home laboratery and our 


PARKE, DAVIS & COMPANY 


(United States License No. 1 for the Manufacture of Biological Products) 
DETROIT > MICHIGAN 
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Adapted to Breast Milk 


NLY MILK from tuberculin 

tested cows and from dairy farms 
that have fulfilled the sanitary 
requirements of the city of Cleveland 
Board of Health, is used as basis for 
the production of S.M.A. In addi- 
tion, the milk must meet our own 
rigid standards of quality. © 


Once you havetried S. M. A. you will 
understand why it has been endorsed 
by physiciansevery where. Justwrite 
us for a trial package and literature. 


S. M. A. is manufactured by 


THE LABORATORY GS. 
Cleveland, Ohio, ws A. 


by permission of 
THE BABIES’ DISPENSARY AND HOSPITAL OF CLEVELAND 


Rabies Vaccine 


(SEMPLE METHOD) 
14 doses of 2 ¢.c. each comprise 
the entire treatment. Z 


Semple condueted extensive experiments 
in India in which he used killed, phenolized 
rabies virus to immunize rabbits, dogs, mon- 
keys and human, subjects. His researches 
have proved that such a vaccine can be re- 
lied upon to produce a high degree of im- 
munity and that it is a safe and efficient 
rabies vaccine. 


USES: Rabies Vaccine—Lederle—(Sem- 
ple Method) is used as a preventive treat- 
ment of rabies during the incubation period. 
After symptoms of the disease are fully 
developed, treatment is of absolutely no 
value, for there is no known cure for rabies. 
In a person whois taking the treatment, 
there is a contest of speed between the pas- 
sage of virus from the wound to the brain 
by way of the nerves, and the development 
of immunity by the action of the vaccine. 
It requires two weeks after the completion 
of the treatment for the full development of 
immunity. 


Dosage: All doses are alike. Each syringe 
contains one dose (2¢.c.). The amount and 
strength of the virus is the same in each of 
the 14 doses. One dose is given daily for 
fourteen days, It is not necessary for the 
intervals between doses to be exactly 24 
hours, for the time of day for the injections 
can be arranged to suit the convenience of 
the patient and the physician. Children are 
treated with the same dosage as adults. 


Prompt service is assured as we stock the complete treatment 
in syringes ready for immediate use. 


PATHOLOGICAL LABORATORY 


PHOENIX, ARIZONA. 
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